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Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCI. 

The  positive  power  of 

Libritabs* 

(chlordiazepoxide) 

5-mg,  10-mg,25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
congestive  Tieart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings  : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Rhode  Island  Medical  Journal 


JULY,  1972 


VOL.  55,  No.  7 


EDITORIAL  STAFF 


Editor-in-Chief 
Managing  Editor 
Ass't  Managing  Editor 
Senior  Editor  Emeritus 
Graphic  Consultant 

John  A.  Dillon.  M.D.,  Chairman 
Stanley  M.  Aronson,  M.D. 

Bertram  H.  Button,  Jr.,  M.D. 

Robert  P.  Davis  ,M.D. 

Herbert  Fanger,  M.D. 

John  F.  W.  Gilman,  M.D. 


Seebert  J.  Goldowslcy,  M.D. 

John  E.  Farrell,  Sc.D. 

Edward  J.  Lynch,  M.A. 

Alex  M.  Burgess,  Sr.,  M.D. 

George  Patton,  Jr. 

o 

Charles  A.  Hall,  Jr.,  M.D 
Peter  L.  Mathieu,  M.D. 

Jay  M.  Orson,  M.D. 
Henry  T.  Randall,  M.D. 
Guy  A.  Settipane,  M.D. 


CONTENTS 

HEALTH  PLANNING  IN  RHODE  ISLAND 

John  T.  Tierney  213 

ANNUAL  REPORT  OF  THE  PRESIDENT  OF  RHODE  ISLAND 
MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Arnold  Porter,  M.D 217 

REMARKS  AT  THE  23RD  ANNUAL  MEETING  OF  THE  RHODE  ISLAND 
MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Arthur  F.  Hanley 219 

REPORT  OF  THE  ASSISTANT  EXECUTIVE  DIRECTOR  OF  THE 
RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Douglas  J.  McIntosh  221 

EDITORIALS  225 

DERMAQUIZ  226 

EDALOGY  227 

HEALTH  AND  WELFARE  LEGISLATION  ENACTED  BY  THE  RHODE  ISLAND 

GENERAL  ASSEMBLY  - JANUARY  SESSION,  1972  205 

RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

CORPORATION  REPORT  223 


RHODE  ISLAND  MEDICAL  JOURNAL  is  owned  and  published  by  the  Rhode  Island  Medical  Society, 

106  Francis  Street,  Providence,  Rhode  Island  02903.  Single  copies  50  cents  — Subscription  $5.00 
per  year  (Members  of  the  R.  I.  Medical  Society,  $2.00  Annually).  Second  Class  postage  at  Providence, 
Rhode  Island.  Copyright,  The  Rhode  Island  Medical  Society,  1972. 


NATIONAL  ADVERTISING  REPRESENTATIVE.  State  Medical  Journal  Advertising  Bureau,  Inc.,  1010 

Lake  Street,  Oak  Park,  Illinois  60301. 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . . 

DBI-TD®  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoglycemia. 


I Varnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(BJ98-146-103-C 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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BECAUSE  ALLERGIES 
AREA 

YEAR-ROUND 

THING. 


Health  And  Welfare  Legislation  Enacted 
By  The  Rhode  Island  General  Assembly 
-January  Session,  1972 


AMBULATORY  CARE  FACILITIES 

The  General  Assembly  adopted  a bill  to  amend 
the  hospital  licensing  act  to  add  the  requirement 
that  ambulatory  care  facilities  be  licensed  by  the 
Director  of  the  Department  of  Health.  The  legis- 
lation called  for  the  director,  with  the  advice  of 
the  Health  Services  Council,  to  promulgate  regu- 
lations concerning  ambulatory  facilities.  An  Am- 
bulatory Care  facility  is  legislative  defined  “as  a 
place  maintained,  conducted,  or  operated  by  a 
health  care  corporation  and  devoted  primarily  to 
the  provision  of  diagnostic,  therapeutic,  or  pre- 
ventive services  for  two  or  more  individuals  un- 
related by  blood  or  marriage  for  not  more  than 
24  successive  hours”.  A Health  Care  Corporation 
is  defined  “as  a corporate  entity  whose  primary 
function  is  to  provide  diagnostic,  therapeutic,  or 
preventive  services  to  an  enrolled  population  on 
an  annual  premium  basis.” 

ALCOHOLISM 

Two  years  ago,  through  the  efforts  of  the  Sub- 
committee on  Alcoholism  of  the  Mental  Health 
Committee,  a resoumon  to  create  a special  legis- 
lative commission  to  study  alcoholism  and  the  up- 
dating of  its  treatment  was  adopted  by  the  Gen- 
eral Assembly  and  signed  by  the  Governor.  As  a 
result  of  the  findings  of  this  study  group,  a bill 
was  enacted  to  make  alcoholism  legally  an  illness 
rather  than  a criminal  offense.  The  measure  calls 
for  a program  of  treatment  of  alcoholics  and  it 
establishes  an  advisory  committee  on  alcoholism. 

BLOOD 

The  Assembly  voted  an  appropriation  of  $2,000 
for  the  operation  of  the  Veterans  of  Foreign  War's 
bloodmobile,  $3,000  for  the  American  Legion's 
bloodmobile,  and  $1,000  for  the  Knights  of  Co- 
lumbus to  operate  their  blood  bank. 

DISPOSABLE  SYRINGES 

Also  enacted  was  a bill  that  requires  all  facili- 
ties and  persons  legally  entitled  to  use  syringes 
to  destroy  those  of  the  disposable  type  after  one 
use. 

DRUG  REPORT 

The  General  Assembly  adopted  a bill  which  es- 


tablished a mandatory  reporting  system  of  statis- 
tics of  incidents  of  drug  abuse  to  assist  drug 
control  and  rehabi'itation  agencies  in  determining 
the  nature  and  scope  of  drug  abuse  and  to  im- 
prove effective  systems  of  drug  rehabilitation.  The 
bill  makes  the  Director  of  Health,  or  his  designee, 
the  depositor  of  the  statistics  which  will  include, 
but  not  be  limited  to,  the  age,  sex,  occupation, 
background,  and  degree  of  apparent  dependency 
of  the  individual  involved,  according  to  forms  and 
regulations  established  by  the  director.  All  phy- 
sicians, hospitals,  and  state  and  local  law  enforce- 
ment agencies  shall  be  required  to  report  on  a 
monthly  basis,  the  facts  and  circumstances  of  in- 
cidents of  drug  abuse  to  the  Department  of  Health. 


“My  secret ? 

For  heartburn  I always 
use  (Dicarbosil\’> 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 
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Profile  20 


Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 

CALCIUM  ALK.  PHOSPHATASE 

INORGANIC  PHOSPHATE  LDH 


GLOCOSE 
UREA  NITROGEN 
URIC  ACID 
CHOLESTEROL 
BILIRUBIN 
TOTAL  PROTEIN 
ALBUMIN 
Gl  OBULIN 


SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 


S15.00 


J'Jophind  1 i j cel lea  ( oCci  ( ora  ton 


335  BROADWAY 
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Confidentiality  will  be  maintained  with  respect 
to  the  identity  of  the  individuals  involved  except 
where  so  ordered  to  the  contrary  by  any  court  of 
competent  jurisdiction  in  the  state. 

The  legislation  also  authorizes  the  director  of 
health  to  provide  any  public  or  private  drug  con- 
trol agency  or  social  service  agency  with  the  com- 
pilation and  detail  of  the  statistics  to  aid  and  to 
assist  drug  control  and  social  service  agencies  in 
the  treatment  and  rehabilitation  of  drug  abuse. 

EMERGENCY  MEDICAL  CARE 

The  legislature  passed  a bill  to  extend  im- 
munity from  civil  liability  to  rescue  squad  at- 
tendants or  members  of  any  voluntary  ambulance 
association  for  ordinary  negligence  in  rendering 
emergency  medical  care.  The  bill  was  introduced 
by  the  Citizens’  Advisory  Committee  on  Emer- 
gency Medical  Services  to  which  the  Medical  So- 
ciety’s Emergency  Medical  Service  Committee 
makes  a substantial  contribution. 

KIDNEY  MACHINES 

The  General  Assembly  passed  a resolution  to 
create  a Special  Legislative  Commission  to  study 
the  feasibility  of  purchasing  two  kidney  machines 
to  be  made  available  to  any  patient  in  need.  The 
resolution  also  calls  for  investigating  the  feasibility 
of  financing  such  a program  from  a tax  on  life 
insurance  writers.  The  President  of  the  Medical 
Society,  or  his  designee  would  be  one  of  nine 
members  to  comprise  the  commission.  The  com- 
mission was  given  subpoena  power  and  an  appro- 
priation of  $2,500  to  carry  out  the  purposes  of  the 
resolution. 

MARATHON  HOUSE 

The  Assembly  supported  a resolution  to  appro- 
priate $20,000  for  Marathon  House.  Last  year,  an 
appropriation  of  $25,000  was  approved. 

MEDICAL  SCHOOL 

While  the  Assembly  adopted  the  Governor’s 
budget  which  included  a $200,000  appropriation 
for  the  Brown  University  Medical  School,  the  law- 
makers also  approved  a bill  which  created  within 
the  Department  of  Administration  a permanent 
seven  member  commission  to  approve  contracts 
negotiated  by  the  department  for  state  financial 
support  of  medical  education.  The  commission 
would  approve  any  contract  negotiated  by  the  di- 
rector by  the  Director  of  Administration  with  the 
Department  of  Health. 

MENTAL  HEALTH 

Several  measures  concerning  mental  health  won 
the  endorsement  of  the  Assembly  and  were  signed 
(Continued  on  Page  207) 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


V V V 


r\ 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drugs  1 
suggested  the  package 
serf  as  a possible  means 
communicating  informati 
on  relative  efficacy  of  dri 
to  the  physician.  I find  tl 
objectionable,  since  I 
not  believe  the  physici 
should  have  to  rely  on  tl 
source  for  final  scienti 
truth.  There  is  also  a pri 
tical  objection:  Since  f 
physicians  actually  d 
pense  drugs,  they  seld< 
see  the  package  insert, 
any  event,  I would  ma 
tain  that  the  physici 
should  know  what  drug 
wants  and  why  without  ( 
pending  on  the  governmt 
or  the  manufacturer  to  t 
him. 

Undoubtedly,  physicie 
are  swamped  by  excess: 
numbers  of  drugs  in  soi 
therapeutic  categories.  A 
I am  well  aware  that  ma! 
drugs  within  such  cai 
gories  could  be  eliminat 
without  any  loss,  or  pi 
haps  even  some  profit, 
the  practice  of  medicii 
But,  in  my  opinion,  neitl' 
the  FDA  nor  any  otl; 
single  group  has  the  expn 
tise  and  the  wisdom  nec 
sary  to  determine  the  c 
“drug  of  choice”  in  ( 
areas  of  medical  practice  ( 


: 
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li  my  opinion,  it  is  not 
Ifunction  of  any  govern- 
lit  or  private  regulatory 
iicy  to  designate  a “drug 
poice.”  This  determina- 
I should  be  made  by  the 
Isician  after  he  has  re- 
®ed  full  information  on 
properties  of  a drug, 
then  it  will  be  based  on 
experience  with  this 
and  his  knowledge  of 
individual  patient  who 
eking  treatment. 

I an  evaluation  of  com- 
fc  itive  efficacy  were  to  be 

»e,  particularly  by  gov- 
lent,  at  the  time  a new 
K is  being  approved  for 
jketing,  it  would  be  a 
it  disservice  to  medi- 
and  thus  to  the  patient 
2 consumer.  For  exam- 
when  a new  therapeu- 
B[gent  is  introduced,  on 
Ibasis  of  limited  knowl- 
I , it  may  be  considered 
e more  potent,  more 
ctive,  or  safer  than 
llucts  already  on  the 
it  ket.  Conceivably,  at 
time  the  new  drug 
d be  labeled  “the  drug 
hoice.”  But  as  addi- 
al  clinical  experience  is 
mulated,  new  evidence 
' become  available, 
r,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice’’  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopenksodium  carbenicillin) 

Bactocill  (sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  CEE) 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  230  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


LEGISLATIVE  REPORT 

(Continued  From  Page  206) 
by  the  Governor.  They  included:  a bill  to  include 
the  Director  of  Social  and  Rehabilitative  Services 
to  the  Governor’s  Council  on  Mental  Health,  and 
a measure  to  authorize  the  Department  of  Mental 
Health,  Retardation,  and  Hospitals  to  examine 
all  facilities  for  educating  the  mentally  ill. 

Most  significant  of  all  was  an  act  to  increase 
state  financial  aid  to  local  communities  and  non- 
profit corporations  operating  community  mental 
health  service  programs  by  increasing  the  maxi- 
mum state  grants  for  local  programs  from  50  to 
60  per  cent  of  local  expenditures  under  budgets 
approved  by  the  Director  of  Mental  Health,  Re- 
tardation, and  Hospitals.  The  bill  also  increases 
the  per  capita  limit  from  $1  to  $1.50. 

Also  favored  by  the  Senate  and  House  mem- 
bers was  the  creation  of  a state  wide  Council  on 
Development  Disabilities.  In  the  same  measure, 
authorization  was  given  to  the  state  Department 
of  Mental  Health,  Retardation,  and  Hospitals  to 
be  the  sole  agency  to  receive  Development  Disa- 
bilities funds. 

In  other  mental  health  legislation,  procedure  for 
the  licensing  of  homes  for  the  mentally  retarded 
and  mentally  ill  was  established.  Regulation  is 
placed  in  the  Department  of  Mental  Health,  Re- 
tardation, and  Hospitals,  which  will  promulgate 
rules,  create  judicial  review,  and  provide  penalties 
for  violations. 

Also  adopted  by  the  legislators  and  signed  into 
law  by  Governor  Licht  was  a proposal,  calling 
for  an  appropriation  of  $5,000  to  the  Rhode  Is- 
land Association  of  Mental  Health  for  operation 
of  a summer  camp. 

OSTEOPATHS 

The  legislators  passed  a bill  which  permits  doc- 
tors of  osteopathy,  as  well  as  medical  doctors,  to 
serve  as  deputy  state  medical  examiners  or  as  as- 
sistant state  medical  examiners. 

PRESCRIPTIONS 

Meeting  with  the  favor  of  the  General  Assembly 
was  a measure  which  provided  that  whenever  a 
pharmacist  issues  a prescription,  a label  shall  be 
attached  containing  the  full  instructions  for  the 
use  of  the  item  as  prescribed  by  the  physician  and 
the  full  names  of  both  the  doctor  and  the  patient. 

PROVIDENCE  HEALTH  CENTERS 

Enacted  was  a bill  to  permit  incorporation  of 
the  Providence  Health  Centers  to  allow  conversion 
from  its  present  non-business  corporation  into  a 
(Continued  on  Next  Page) 


Malpractice 
protection 
is  serious 
business ! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

» Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 

559-9 
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prepaid  health  care  system  since  the  Centers  have 
of  incorporators  is  the  same  board  which  is  cur- 
received  federal  funds  for  such  purpose.  The  board 
rently  running  the  Providence  Health  Centers. 
The  new  corporation  will  develop,  coordinate,  ad- 
minister, and  provide  comprehensive  health  care 
and  supporting  services,  and  health  education  pro- 
grams for  persons  of  low  income. 

RUBELLA  TEST 

Winning  the  approval  of  the  Assembly  was  a 
measure  requiring  a rubella  hemagglutination  in- 
hibition test  before  a marriage  license  could  be 
issued  to  applicants.  With  the  passage  of  this  act, 


Nutrition  Council  of 
Rhode  Island,  Inc. 

A NON  PROFIT  ORGANIZATION 

Diet  Counseling  Service 
257  Lenox  Avenue 
Providence,  R.l.  02907 

HAVE  YOU  TRIED  OUR  SERVICE? 

We  will  EXPERTLY  TAILOR  diets  for  your 
patients'  needs: 

© Diabetes 
# Obesity 

© Hyperlipoproteinemia 
© Cardiac  disease 
© Gastrointestinal  disease 
© or  whatever  the  problem 

We  will  INTERPRET  AND  HELP  your  patient 
to  follow  the  diet  YOU  have  prescribed. 

THE  COST  IS  MINIMAL 

Call  us  now  at  467-4604,  or  write  us  for 
further  information. 

Natalie  I.  Giglio,  R.D. 
(Registered  Dietitian) 


E.  P.  Anthony,  Inc. 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


Rhode  Island  is  possibly  the  second  such  state  in 
the  country  to  adopt  such  legislation. 

SIGHT  FOUNDATION 

Approved  was  a $2,000  appropriation  to  the 
Rhode  Island  Sight  Foundation. 

Important  Bills  Not  Passed 

Among  the  hundreds  of  bills  which  died  in  com- 
mittee during  the  1972  legislative  session  were  twro 
introduced  last  year  by  the  Rhode  Island  Medical 
Society.  These  included  a bill  to  provide  that  per- 
sons engaged  in  the  transfusion  of  human  blood 
and  components  should  not  be  liable  for  damages 
except  for  their  own  negligence  or  willful  mis- 
conduct. A second  bill  would  have  amended  the 
Workman's  Compensation  statute  to  increase  the 
compensation  for  total  permanent  occupational 
deafness  from  noise  induced  hearing  loss. 

Also  failing  to  win  endorsement  was  a bill  which 
would  have  permitted  hearing  aid  dealers  and  fit- 
ters to  regulate  themselves  within  the  Department 
of  Business  Regulation.  The  bill  passed  the  Senate 
during  1971  but  was  amended  during  the  1972 
session  in  the  House  to  include  a otolaryngologist 
and  an  audiologist  on  the  hearing  aid  dealers  and 
fitters  board  and  that  a hearing  aid  could  not  be 
sold  to  a child  16  years  or  under  or  an  adult  55 
years  of  age  without  the  recommendation  of  an 
otolaryngologist  and  an  audiologist.  The  bill  failed 
to  win  endorsement. 

Six  chiropractic  bills,  including  three  introduced 
during  1971  and  held  over  for  the  1972  session, 
died  in  committee.  One  bill  provided  that  chiro- 
practors be  permitted  to  use  a hypodermic  needle 
or  syringe.  The  other  bills  concerned  inclusion  of 
chiropractors  in  non-profit  medical  service  corpora- 
tions and  in  medical  plans  that  involve  the  expendi- 
ture of  state  funds. 

The  Highway  Safety  Committee  of  the  Society 
has  long  advocated  legislation  to  reduce  from  .10 
to  .08  the  blood  alcohol  level  at  which  a person 
would  be  presumed  to  be  driving  under  the  influ- 
ence of  intoxicating  liquor.  Such  a bill  was  intro- 
duced during  the  1971  session;  however,  it  failed 
to  emerge  from  committee. 

Failing  also  to  move  from  committee  was  a 
measure  which  would  have  made  representatives 
of  the  public  a majority  of  the  directors  of  non- 
profit medical  service  corporations,  including  Blue 
Shield. 

A bill  to  provide  minimum  equipment  on  am- 
bulances registered  in  the  state  as  established  by 
(Concluded  on  Page  231) 
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Peripatetics 

DAVID  BARRY  has  been  elected  Vice  Presi- 
dent of  the  Rhode  Island  Chapter  of  the  Amer- 
ican College  of  Surgeons  for  the  1971-1973  term. 

Doctor  Barry  presented  a paper  on  “Anterior 
Cerebral  Artery  Aneurysms”  at  the  meeting  of  the 
Neurosurgical  Society’s  meeting  in  Newport.  Doc- 
tor Barry  also  served  as  Professor  ProTem  of 

Neurosurgery  at  the  Dartmouth  College  Medical 
School  where  he  presented  a paper  before  the 
combined  surgical  staff  of  the  Hitchcock  Clinic 
affiliated  with  The  Medical  School.  Doctor  Barry 
has  been  elected  to  the  New  York  Academy  of 
Science. 

* >Jc  sje 

PAUL  BERNSTEIN  was  appointed  by  the  By- 
laws Committee  of  the  Congress  of  Neurosurgeons 
and  also  to  the  Emergency  Room  and  Disaster 
Committee  of  St.  Joseph’s  Hospital. 

* * > 

JOHN  M.  VESEY,  chief  radiologist  at  Kent 

County  Memorial  Hospital,  was  elected  chief  of 
staff  and  DONALD  K.  O’HANIAN,  a Warwick 
internist,  was  elected  President  at  the  recent  an- 
nual meeting  of  the  hospital’s  medical  staff.  DAN- 
IEL HARROP  was  elected  vice  president  and 
PETER  KOCH,  secretary-treasurer. 

* * * 

ROBERT  INDEGLIA  of  St.  Joseph’s  Medical 
Staff  has  been  appointed  a Fellow  in  the  American 
College  of  Chest  Surgeons  and  a Fellow  in  the 
American  College  of  Cardiology. 

* * * 

The  Rhode  Island  Society  of  Allergy  has  elected 
GUY  A.  SETTIPANE,  president  and  JORGE  H. 
STURAM,  secretary-treasurer  for  1972. 

* * * 

HERBERT  EBNER,  Chief,  Department  of 
Anesthesia,  Providence  Lying-In  Hospital,  pre- 
sented a talk  on  “Amniotic  Fluid  Embolism 
Problems  Confronting  the  Anesthesiologist"  at  a 
section  luncheon  of  the  191st  annual  meeting  of 
the  Massachusetts  Medical  Society. 

* * * 

WALTER  COTTER  has  been  elected  president 
of  the  New  England  Neurosurgical  Society,  the 
first  Rhode  Islander  ever  elected  to  that  position. 
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Warwick  Avenue,  Warwick 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

(Ill  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

( 32.4  mg.)gr.  y2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  * (Warning- 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 

\ \ sr- 3 Phen' 

acetin  gr. 

21/,,  caf- 
feine gr.  y2. 

Bottles  of 
100  and  10 


But  for  relief  of  Western  nai 

EMPI™ 

COMPOUND  c 

CODEINE 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


Richards... 
unexcelled  for  style, 
selection  and  service 

On  the  job  or  at  a social  function,  your  appearance 
is  important.  Clothes  from  Richards 
give  you  the  confidence  of  knowing  you  look  really 
good.  Treat  yourself  to  "The  Richards  Look". 
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Success  ful  Local  Health  Planning  Is 
Necessary  To  Prevent  Surrender  Of 
Major  Decisions  To  Washington 


By  John  T.  Tierney 

I have  been  asked  by  the  program  chairman  to 
talk  about  state  and  federal  programs,  about  com 
prehensive  health  planning,  the  Regional  Medical 
Program,  health  planning  council,  SEARCH,  the 
‘'a"  agency,  the  <-b’'  agency  and  others,  because 
all  of  these  programs  have  the  average  physician 
confused.  I am  working  at  this  business  every  day 
of  the  week  and,  frankly,  I’m  confused.  The  cur- 
rent health  planning  scene  is  a living  contradiction, 
for  the  therapies  are  only  complicating  the  diseases 
which  they  were  intended  to  treat. 

Let’s  look  at  the  Rhode  Island  scene  from  a 
historical  perspective.  The  oldest  organization  in- 
volved in  community  health  planning  in  the  state 
is  the  Rhode  Island  Medical  Society.  At  the  Janu- 
ary 1878  session  of  the  legislature  the  House  com- 
mittee on  state  charities  and  corrections,  in  con- 
ference with  Dr.  Edwin  M.  Snow,  superintendent 
of  health  in  Providence,  and  a committee  of  the 
Rhode  Island  Medical  Society  put  together  a bill 
which  established  the  state  Board  of  Health.  The 
bill  passed  on  April  12,  1878,  and  10  days  later, 
the  members  of  the  first  state  Board  of  Health 
took  the  oath  of  office. 

JOHN  T.  TIERNEY,  former  Assistant  Director, 
Rhode  Island  Department  of  Health,  Providence, 
R.  I.;  current  Director  of  Health  Affairs,  United 
Way  of  America,  Alexandria,  Virginia. 

Read  before  the  joint  meeting  of  the  Rhode  Island 
Society  for  Internal  Medicine  and  the  American  Col- 
lege of  Surgeons  January  12,  1972. 


Another  agency  involved  in  community  health 
planning  is  the  Rhode  Island  Council  of  Com- 
munity Services,  a non-profit  organization  founded 
in  1923  and  financed  by  the  United  Fund.  Its 
stated  purposes  are  coordinating  services  of  health 
and  welfare  agencies  in  Rhode  Island,  both  tax- 
supported  and  voluntary,  facilitating  community 
planning,  studying  health  problems,  promoting 
improved  standards,  evaluating  existing  and  pro- 
posed services,  and  education  of  the  public.  The 
council’s  main  focus  is  not  limited  to  health  for 
it  is  equally  interested  in  welfare  and  recreation. 

The  first  effort  on  the  part  of  federal  and  state 
government  in  the  field  of  health  planning  began 
with  the  passage  of  the  Hill-Burton  Act  in  1946 
and  it  was  directed  toward  hospital  construction. 

HEALTH  PLANNING  COUNCIL 

In  1963,  the  Congress  amended  the  public 
health  service  act  to  provide  for  health  facilities 
planning  councils,  non-profit  corporations  financed 
50  per  cent  with  federal  funds.  The  Rhode  Island 
Council  of  Community  Services  took  the  initiative 
and  prepared  a proposal  for  the  establishment  of 
a health  facilities  planning  council  for  Rhode  Is- 
land. The  proposal  was  approved;  and  the  coun- 
cil was  founded  in  July  1965  and  became  opera- 
tional in  August  1966.  The  council’s  main  function 
is  to  give  advisory  opinions  regarding  hospital 
services. 

In  1966  the  Congress  of  the  United  States 
(Continued  on  Next  Page) 
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enacted  the  Comprehensive  Health  Planning  and 
Public  Health  Services  Act,  Public  Law  89-749, 
called  “Partnership  for  Health.”  It  was  later  ex- 
tended by  Public  Law  91-515.  In  the  preamble  of 
this  legislation  Congress  declared  that  one  of  the 
principal  national  goals  was  to  promote  and  as- 
sure the  highest  level  of  health  attainable  for  every 
person,  and  to  achieve  this  goal  it  required  an 
effective  partnership  between  the  public  and  the 
private  sectors.  All  available  health  resources  na- 
tional. state,  and  local  — must  be  marshalled  to 
assure  comprehensive  health  services  of  high  qual- 
ity for  every  person. 

The  comprehensive  health  planning  law  has  five 
major  parts,  labeled  314(a)  through  (e): 

Section  3 14(a)  of  the  act  requires  each  state  to 
designate  a single  state  agency  (in  Rhode  Island, 
and  in  many  other  states,  the  health  departments 
were  designated)  to  administer  the  planning  func- 
tion and  to  submit  a plan  for  comprehensive 
health  planning.  An  advisory  council  was  required 
to  be  established,  and  the  majority  of  the  council 
must  be  consumers.  Funds  for  planning  are  made 
available  on  a formula  based  on  population  and  per 
capita  income  and  are  matched  on  a 3-to-l  basis. 
We  refer  to  the  comprehensive  planning  agency  as 
the  “a”  agency.  The  method  as  conceived  was 
broad  community  participation  in  the  planning 
process  which  involved  identifying  health  needs, 
inventorying  health  resources,  considering  alter- 
nate courses  of  action,  developing  priorities  and 
recommendations  for  action,  promoting  implemen- 
tation of  recommendations,  and  evaluating  results. 

In  Rhode  Island  and  across  the  country  effects 
of  the  comprehensive  health  planning  concept  have 
been  slow  to  materialize.  Primarily  this  appears 
to  result  from  the  lack  of  direct  and  viable  con- 
nections between  the  overall  philosophy  of  the 
concept  and  mechanisms  for  exerting  direct  im- 
pact and  influence  on  the  many  elements  of  what 
we  term  the  health  system. 

Since  most  states  are  so  large  that  planning  on 
a statewide  basis  cannot  respond  to  local  needs, 
provision  was  made  to  develop  areawide  compre- 
hensive health  planning  agencies  under  Section 
314(b).  Public  or  non-profit  agencies  or  organiza- 
tions were  permitted  to  obtain  50  per  cent  federal 
financing  to  establish  ‘‘b”  agencies  to  develop 
comprehensive  regional  or  local  health  planning 
for  the  coordination  of  existing  or  planned  health 
services  manpower,  or  facilities.  By  far  most  of 
the  agencies  established  were  voluntary. 


The  Health  Facilities  Planning  Council  in  Rhode 
Island  could  have  qualified  as  an  agency  under 
this  “b”  agency  program  and  received  50  per  cent 
federal  financing,  but  the  board  decided  not  to 
do  so,  because  they  wanted  firstly,  to  place  their 
major  emphasis  in  the  hospital  field  and,  secondly, 
to  be  a statewide  agency.  Under  the  “b”  agency 
regulations  the  service  area  could  not  be  identical 
with  state  boundaries  nor  could  the  planning  func- 
tion be  limited  just  to  hospitals.  The  organization 
did,  however,  change  its  name  to  the  Health  Plan- 
ning Council  and  raised  all  of  its  funds  on  a local 
basis. 

Because  comprehensive  state  planning  and  area- 
wide planning  required  numbers  of  personnel 
trained  in  health  planning,  314(c)  of  the  act  pro- 
vided for  grants  to  be  awarded  to  public  or  non- 
profit agencies  and  universities  to  train  people  in 
health  planning  skills  in  order  to  alleviate  the 
critical  manpower  shortage. 

Prior  to  the  1966  act  state  health  departments 
received  monies  from  the  Public  Health  Service 
on  a categorical  basis;  that  is.  monies  were  based 
on  population  and  need,  and  were  given  for  spe- 
cific health  categories,  such  as  cancer  control, 
heart  disease  control,  chronic  disease  control,  tu- 
berculosis control,  mental  health,  dental  public 
health,  radiological  health,  and  home  health  serv- 
ices. Each  program  required  a distinct  state  plan, 
a different  matching  requirement,  and  a separate 
accounting  and  program  report. 

FEDERAL  BLOCK  GRANTS 

As  a result  the  administrative  demands  were 
nightmarish.  In  some  areas  of  great  need,  there 
was  little  money,  while  in  other  areas  there  was 
too  much.  The  Association  of  State  and  Territorial 
Health  Officers  urged  the  federal  government  to 
eliminate  financing  according  to  disease  categories 
and  to  award  monies  to  the  states  on  a block 
basis;  that  is,  to  combine  all  the  categories,  to 
make  one  award,  and  to  increase  the  amounts 
available  over  time.  This  is  314(d)  of  the  law  and 
is  known  as  the  ‘‘Block  Grant  to  States”.  This 
grant  does  not  represent  new  monies  to  the  states, 
but  is  a new  way  of  giving  old  monies  and  does 
not  provide  for  any  program  expansion.  Rhode 
Island’s  block  grant  is  used  for  chronic  disease 
control,  dental  public  health,  the  clinical  labora- 
tories, vital  statistics,  and  general  sanitation. 

Finally,  the  last  section  of  314(e)  represents 
project  grants,  or  special  projects.  Priority  for 
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grants  to  public  or  private  agencies  under  this 
part  of  the  law  is  given  to  projects,  especially  in 
disadvantaged  communities  designed  to  deliver 
comprehensive  health  services  centered  around 
programs  of  organized  primary  care.  Innovation 
in  the  delivery  of  such  services  is  encouraged,  and 
new  or  improved  health  care  systems  that  increase 
efficiency  and  reduce  costs  are  supported.  These 
grants  before  approval  are  submitted  to  both  the 
comprehensive  health  planning  and  areawide 
agencies  for  review  and  comment.  Special  projects 
have  special  problems:  they  tend  to  be  more  avail- 
able to  agencies  which  have  grantsmanship  tal- 
ents: and  they  last  only  three  years. 

MEDICARE  AND  MEDICAID 

The  89th  Congress  made  a major  impact  on 
health  during  its  two  years.  We  have  just  re- 
viewed Public  Law  89-749;  but  the  same  Congress 
also  passed  Public  Law  89-97,  which  amended  the 
Social  Security  Act  and  which  is  known  as  Medi- 
care (Title  18)  and  Medicaid  (Title  19). 

The  third  major  piece  of  health  legislation 
passed  by  the  89th  Congress  was  Public  Law  89- 
239,  or  regional  medical  programs.  This  law  was 
the  outcome  of  the  President’s  Commission  on 
Heart,  Cancer,  and  Stroke,  of  which  Dr.  Michael 
De  Bakey  was  chairman.  The  commission  was 
impressed  by  the  gap  between  what  is  known  about 
the  control  of  these  diseases  and  the  service  pro- 
vided to  the  patient  at  the  local  level.  Congress 
was  to  appropriate  monies  on  a regional  basis,  so 
that  the  gap  between  knowledge  and  practice  could 
be  closed.  Education  was  the  byword  of  the  Re- 
gional Medical  Programs,  and  implementation  re- 
auired  closeness  to  medical  schools. 

TRI-STATE  RMP 

In  New  England  Elliot  L.  Richardson,  now 
Secretary  of  Health,  Education  and  Welfare,  but 
in  1966  lieutenant  governor  of  Massachusetts,  had 
the  idea  that  New  England  would  be  a natural 
region,  and  on  that  basis  should  organize  and 
apply  for  federal  money.  This  never  materialized 
because  Connecticut  decided  to  go  it  alone,  as  did 
Maine  and  Vermont.  This  left  three  states 
Massachusetts,  Rhode  Island,  and  New  Hampshire 
—to  join  together  and  form  the  Medical  Care  and 
Education  Foundation,  which  is  quartered  in  Bos- 
ton and  serves  the  tri-state  regional  medical  pro- 
gram. 

The  regional  medical  programs,  or  RMP's,  found 
their  original  role  somewhat  restrictive  and 


changed  their  focus  from  heart,  cancer,  and  stroke 
to  include  related  diseases.  In  practice  the  educa- 
tional role  began  to  change,  and  activity  focused 
on  the  health  delivery  system:  cost,  quality,  ac- 
cess, and  utilization.  The  federal  law  was  later 
changed  to  reflect  this  new  emphasis. 

The  Tri-State  Regional  Medical  Program  estab- 
lished a Rhode  Island  office  in  1968.  There  are 
some  people  who  feel  that  Rhode  Is’and’s  involve- 
ment with  two  other  states  is  not  in  our  best 
interest  and  that  our  state  does  not  get  the  at- 
tention or  money  it  might  receive  if  it  were  a 
separate  RMP. 

In  February  1967  President  Lyndon  B.  John- 
son in  his  health  message  to  Congress  proposed 
the  establishment  of  the  National  Center  for 
Health  Services  Research  and  Development.  The 
center  was  established  in  May  1968.  The  purpose 
of  the  center  was  to  serve  as  the  federal  focus  for 
health  services  research  and  development.  It  sup- 
ports, conducts,  and  iosters  a national  program 
of  research,  development,  demonstration,  and 
training  projects  addressed  to  major  problems  on 
the  availability,  organization,  distribution,  utili- 
zation, quality,  and  financing  of  health  services, 
facilities,  and  technical  equipment.  The  ultimate 
goal  is  to  improve  the  distribution  and  quality  of 
services  and  to  make  more  effective  use  of  man- 
power, funds,  and  facilities. 

SEARCH 

Dr.  Joseph  E.  Cannon,  state  Director  of  Health, 
and  I,  after  several  years  of  involvement  in  the 
health  care  scene  in  Rhode  Island,  felt  very 
strongly  that  a community  partnership  between 
the  government  and  private  sectors  represented 
the  only  rational  solution  to  the  problems  of  health 
care  in  our  state.  Our  concept  was  to  identify 
those  individuals  and  agencies  with  the  control  of 
money,  or  the  legal  power,  or  manpower  to  nfiu- 
ence  the  health  care  system.  We  noted  that  the 
tempo  of  federal  influence  was  increasing  and  be- 
lieved thaf  Rhode  Island’s  last  opportunity  to 
exercise  its  right  to  self-determination  in  health 
care  rested  in  the  development  of  a community 
corporation  whose  individual  members  would  sub- 
ordinate their  individual  goals  to  a broader  com- 
munity goal.  In  other  words,  we  felt  health  care 
decisions  should  not  be  made  in  terms  of  what’s 
good  for  the  state  health  department,  or  Blue 
Cross,  or  the  hospita's,  or  other  entities,  but  in 
terms  of  what  is  good  for  the  people  of  the  state 
of  Rhode  Island. 

(Continued  on  Next  Page) 
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At  that  time  we  identified  these  centers  of  in- 
fluence as  the  Rhode  Island  Departments  of  Health 
and  Social  Welfare,  Brown  University,  Rhode  Is- 
land Board  of  Regents  for  Education,  Rhode  Is- 
land. Medical  Society,  Hospital  Association  of 
Rhode  Island,  Health  Planning  Council,  and  Blue 
Cross.  All  agreed  to  the  concept,  and  in  May 
1970,  Rhode  Island  Health  Services  Research,  Inc., 
was  formed.  This  agency  is  more  popularly  known 
through  the  acronym,  SEARCH,  for  Services. 
Evaluation,  Action,  and  Research  in  Community 
Health.  The  purpose  of  SEARCH  is  to  conduct 
studies  and  experiments  in  health  care  services  and 
their  delivery  on  a statewide  basis  with  three  pri- 
mary goals:  1.  Professional  and  public  accepta- 
bility: 2.  Equitable  access  to  and  utilization  of 
health  services:  and  3.  Increased  effectiveness  of 
health  services  including  the  containment  of  costs. 

Continuing  with  our  original  concept  we  felt 
that  the  SEARCH  board  of  trustees,  in  order  to 
make  sound  community  decisions,  required  a good 
information  base.  SEARCH  was  able  to  obtain 
funds  from  the  National  Center  for  Health  Serv- 
ices Research  and  Development  to  develop  an  in- 
ventory of  health  services.  A three-year  grant  was 
subsequently  obtained  to  develop  a health  services 
data  system.  There  is  now  some  feeling  that  the 
SEARCH  board  of  trustees  should  be  expanded 
to  include  other  agencies  and  organizations. 

HEALTH  SERVICES  COUNCIL 

So  much  for  specific  federal  legislation  and 
its  impact  on  Rhode  Island.  To  round  out  the  pic- 
ture, there  is  a significant  piece  of  state  legislation 
which  must  be  mentioned,  that  is,  the  1968  amend- 
ment of  the  hospital  licensure  law.  The  state  leg- 
islature, concerned  about  increasing  health  care 
oosts,  established  a legislative  commission  to  re- 
view the  situation  and  make  recommendations. 
After  lengthy  hearings  and  extensive  oarticipation 
by  national  and  local  authorities,  the  commission 
determined  that  some  control  of  rising  costs  could 
be  effected  if  duplication  of  services  was  prevented 
and  construction  of  hospital  beds  and  installation 
of  expensive  equinment  controlled.  For  these  rea- 
sons the  hospital  licensure  law  was  amended,  and 
provision  was  made  that  no  hospital  could  engage 
in  “substantial  construction”  without  the  approval 
of  the  Director  of  Health.  The  law  provided  for  the 
jreation  of  a 19-member  Health  Services  Council 
to  advise  the  Director  of  Health.  In  addition  au- 
thority was  granted  to  the  Department  of  Health 
to  obtain  from  hospitals  financial  or  utilization 


data  required  to  carry  out  the  intent  of  the  legis- 
lation. 

The  guidelines  developed  under  this  amendment 
require  hospitals  to  obtain  prior  authorization 
from  the  Director  of  Health  on  all  original  or 
replacement  construction  projects  in  which  the 
value  of  the  physical  plant  and  equipment  ex- 
ceeds $200,000,  or  replacement  of  equipment  is 
valued  at  $100,000,  or  new  equipment  at  $50,000, 
or  for  any  construction  project  or  equipment  the 
value  of  which  is  in  excess  of  3 per  cent  of  the 
total  recorded  physical  plant  assets. 

Because  of  the  existence  of  this  legislation,  there 
is  much  more  thoughtful  planning  being  done  by 
hospitals  on  their  own  account  and  in  relation  to 
other  hospitals.  Like  the  police  cruiser  equipped 
with  radar  on  Route  95.  success  of  the  operation 
is  not  measured  merely  by  the  number  of  speeders 
arrested,  but  by  the  knowledge  of  the  actual  pres- 
ence of  the  controls. 

HEALTH  DEPARTMENT  PLANNING 

The  Rhode  Island  Department  of  Health  has, 
in  addition  to  comprehensive  health  planning, 
many  other  planning  responsibilities.  These  include 
evaluation  and  updating  its  own  personal  health 
programs,  health  facilities  planning  under  the  Hill- 
Burton  Act,  emergency  medical  services  planning, 
and  environmental  planning  in  the  areas  of  water, 
air,  and  solid  waste. 

What  can  we  do  about  this  proliferation  in 
health  planning,  the  duplication  of  personnel  and 
funds,  the  failure  of  adequate  coordination  and 
communication,  and  the  waste  of  resources? 

The  Rhode  Island  Department  of  Health  has 
made  its  own  move  by  consolidating  all  of  its 
planning  activities  for  personal  health  services 
into  one  unit.  It  seemed  to  be  the  only  sensible 
and  logical  thing  to  do.  Organizational  moves  in 
the  same  direction  at  the  national  level  appear  to 
be  taking  place  at  this  time.  Within  the  Depart- 
ment of  Health,  Education,  and  Welfare  Compre- 
hensive Health  Planning,  Regional  Medical  Pro- 
grams, the  National  Center  for  Health  Services 
Research  and  Development,  and  Health  Mainte- 
nance Organizations  have  been  put  into  a single 
organizational  unit  supervised  by  one  individual. 
We  would  hope  the  waste,  competition,  and  cross- 
purpose  programming  at  that  level  will  be  mate- 
rially reduced,  if  not  eliminated. 

In  our  state  there  still  remains  the  larger  ques- 
tion of  whether  other  influential  members  of  the 
(Concluded  on  Page  232) 
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Physicians  Service 


Blue  Shield  Is  A Strong  And  Viable 
National  Institution  That  Has  Served 
The  Public  Well 


By  Arnold  Porter,  M.D. 

For  the  past  year  I have  represented  the  New 
England  Blue  Shield  Plans  on  the  Board  of  Di- 
rectors of  the  National  Association  of  Blue  Shield 
Plans.  It  has  been  most  rewarding. 

Briefly,  for  your  information,  the  Board  con- 
sists of  two  District  Directors  from  each  District, 
one  a doctor  of  medicine,  and  one  a chief  salaried 
officer.  At  the  present  time  there  are  1 1 geo- 
graphical Districts.  I represent  District  I,  or  New 
England. 

Five  Directors  at  Large  are  appointed  by  the 
AMA.  Three  Directors  at  Large  are  physicians  in 
active  practice.  Six  Directors  at  Large  are  either 
chief  salaried  executive  officers  of  member  Plans, 
or  representatives  of  the  public.  The  remaining 
members  of  the  Board  are  the  officers:  a Chair- 
man, Vice  Chairman.  President.  Secretary,  and  a 
Treasurer. 

My  first  year  of  a two-year  term  has  been  most 
rewarding  in  that  I have  been  able  to  look  at  local 
Plan  accomplishments  and  problems  from  a na- 
tional viewpoint.  I would  like  to  share  some  of 
these  with  you  this  afternoon. 

ARNOLD  PORTER,  M.D.,  President,  Rhode  Is- 
land Medical  Society  Physicians  Service. 

Annual  report  delivered  at  the  23rd  Annual  Meeting 
of  the  Rhode  Island  Blue  Shield  Corporation  at 
Providence,  R.  I.,  March  22,  1972. 


PLAN  PERFORMANCE 

First,  it  became  clear  to  me  very  early  that  the 
subject  of  most  critical  interest  to  the  survival  of 
Blue  Shield  as  a national  prepayment  mechanism 
is  individual  Plan  performance.  NABSP  has  spent 
a great  deal  of  time  on  the  development  of  per- 
formance standards.  Review  teams  have  been  dis- 
patched to  make  on-site  studies  of  Plan  opera- 
tions, and  special  emergency  “shock  troops”  have 
had  to  assist  Plans  in  trouble,  especially  with 
Medicare  claims  computer  system  problems.  Two 
Plans  have  had  their  contracts  as  carriers  for 
Medicare  cancelled  because  of  inferior  perform- 
ance. The  Federal  Government  is  continuously 
taxing  its  carriers  by  demanding  more  rigid  re- 
quirements and  controls. 

From  a national  point  of  view,  in  spite  of  many 
excellent  Blue  Shield  Plans,  of  which  Rhode  Is- 
land is  a well  recognized  leader,  the  chain  is  no 
stronger  than  the  weakest  link,  and  it  therefore 
must  be  a concern  of  all  Plans  not  to  be  com- 
placent because  at  the  moment  they  happen  to 
have  a high  rating.  More  and  more  pressures  are 
being  brought  to  bear  on  Blue  Shield  by  govern- 
ment and  national  accounts  for  wider  and  more 
inclusive  benefits,  prompt  payment  of  claims,  con- 
trol of  operating  costs,  effective  claims  and  utiliza- 
( Continued  on  Next  Page) 
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tion  review,  and,  not  the  least,  consumer  satisfac- 
tion. 

T know  NABSP  is  well  equipped  and  prepared 
to  provide  this  type  of  know-how  to  local  Plans, 
which  are  or  may  be  in  difficulty.  As  a neophyte 
on  the  Board,  I may  be  wrong,  but  I also  sense 
the  reluctance  of  the  national  organization  at  times 
to  interfere  with  the  local  autonomy  of  member 
Plans  where  wielding  the  big  stick  might  yield 
better  results  faster. 

MEMBERSHIP  STANDARDS 

In  addition  to  performance  standards,  there  are 
other  membership  standards  which  are  of  particu- 
lar interest  to  me,  and  perhaps  to  you.  My  atten- 
tion was  directed  to  two  of  these  when  two  state 
medical  societies  withdrew  their  endorsement  of 
the  states’  Blue  Shield  Plans  — each  for  a differ- 
ent reason.  This  of  course  is  of  great  concern  to 
National  Blue  Shield,  especially  in  the  current 
political  environment  where  unity  of  interest  is 
mandatory.  Section  I of  the  membership  standards 
states  “A  Plan  shall  have  substantial  support  of 
the  medical  profession,  evidence  of  which  shall  be 
approval  of  the  Plan  by  the  appropriate  medical 
society  or  societies”,  and  Section  4 states  ‘ If  a 
Plan  utilizes  participating  physician  agreements 
which  in  any  way  affect  the  services  and/or  bene- 
fits provided  in  the  subscribers’  certificates,  such 
Plan  shall  secure  and  maintain  the  participation 
of  not  less  than  51  per  cent  of  the  eligible  doctors 
of  medicine  practicing  in  the  area  served  by  the 
Plan.” 

You  are  all  aware  that  here  in  Rhode  Island 
97  per  cent  of  all  practicing  physicians  participate 
in  Rhode  Island  Blue  Shield.  These  two  standards 
of  membership  mentioned  above  are  independent 
of  each  other.  Further,  it  has  been  shown  that 
participating  physician  withdrawal  does  not  nec- 
essarily follow  medical  society  disapproval. 

I believe  many  of  the  other  membership  stand- 
ards should  be  revised  because  either  they  are 
old  cliches  with  no  bite,  or  they  may  be  voided 
by  Section  15,  the  last  membership  standard,  which 
says  that  lack  of  compliance  with  any  or  all  of 
the  foregoing  standards  does  rot  impair  a Plan’s 
membership  in  the  National  Associat'on  of  Blue 
Shield  Plans  if  the  Plan  is  acting  under  require- 
ments of  law  or  governmental  regulation,  both  of 
which  we  know  will  increase  at  a faster  pace  than 
heretofore. 

So  much  for  membership  standards.  Other 
topics  that  require  tremendous  amounts  of 


NABSP  staff  and  committee  time  are  such  sub- 
jects as  the  Federal  Employees  Program,  the  larg- 
est single  health  insurance  contract  in  the  nation 
numbering  approximately  5,178,730  subscribers. 
This  program  is  administered  through  a joint 
contract  administration  committee  with  Blue 
Cross  which  reports  to  the  executive  committees 
of  both  national  organizations.  You  are  all  fa- 
miliar with  the  financial  difficulties  this  program 
encountered  last  year,  in  large  part  due  to  excess 
utilization  in  laboratory  and  x-ray  benefits.  The 
monumental  number  of  joint  meetings,  telephone 
conferences,  and  discussions  with  the  Civil  Service 
Commission  and  Price  Commission  to  arrive  at  a 
mutually  acceptable  agreement  are  beyond  an  or- 
dinary man’s  comprehension. 

INTERNAL  OPERATIONS 

At  the  last  NABSP  Board  meeting  in  January 
of  1972,  the  complex  internal  operations  of  the 
Plan  dealing  with  subjects  such  as  budget,  dues 
structure,  corporate  objectives,  program  projects, 
Part  B carriers,  enrollment,  long  range  system 
planning,  H.M.O.’s,  foundations  for  medical  care, 
wage  and  price  controls,  and  many  others,  con- 
sumed the  greater  part  of  two  days. 

Finallly,  I have  observed  in  my  year  at  the  na- 
tional level  the  full  impact  and  the  critical  im- 
portance of  our  relationship  with  the  Federal  Gov- 
ernment. The  time  has  long  since  passed  when  we 
can  talk  about  the  voluntary  system  going  it  alone 
in  health  care  delivery  and  financing.  Government 
is  massively  in  the  system  now,  and  government 
is  going  to  be  an  increasingly  important  partner 
of  the  private  system.  No  matter  what  kind  of 
national  health  insurance  bill  finally  emerges,  Blue 
Shield  has  responded  and  must  continue  to  re- 
spond to  the  expectations  of  the  Government,  and 
our  future  success  will  be  increasingly  measured 
by  our  capability  and  willingness  to  work  with 
government  at  all  levels. 

NATIONAL  BLUE  SHIELD 

I have  discussed  these  somewhat  boring  items 
with  you  because  I feel,  as  your  representative  on 
the  Board  of  Directors  of  the  National  Association 
of  Blue  Shield  Plans,  that  you  are  entitled  to  know 
what  is  going  on  at  the  national  level. 

I think  it  is  also  very  important  that  you  be 
aware  of  the  enormity  of  Blue  Shield.  The  mem- 
bership of  the  71  Blue  Shield  member  plans  in 
the  United  States  and  Puerto  Rico  increased  in 
the  first  three-quarters  of  1971  to  66,409,873  peo- 
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Achievements  In  Cost  And  Quality  Con- 
trol Represent  Responsible  Stewardship 


By  Arthur  F.  Hanley 


I will  touch  briefly  on  operational  highlights  of 
the  past  year. 

It  is  easy  to  overlook  the  importance  of  the 
routine,  daily  aspects  of  Plain  operation  — such 
as  maintenance  of  accurate,  current  subscriber 
membership  records,  prompt  and  accurate  claims 
review  and  payment,  courteous  and  correct  an- 
swers to  inquiries  from  members  and  physicians, 
and  so  on.  In  fact,  these  rather  unexciting  opera- 
tions are  the  very  heart  of  our  business,  and,  as 
Doctor  Porter  has  observed,  continued  excellence 
of  performance  is  the  key  to  our  survival. 

STEWARDSHIP 

In  fact,  it  can  be  said  that  the  primary  Blue 
Shield  role  is  one  of  “stewardship”.  The  Plan  is 
entrusted  with  large  sums  of  money  by  over  85 
per  cent  of  the  population  of  this  State  to  be  used 
for  payment  of  doctor  bills.  If  Blue  Shield  is  to 
achieve  responsible  stewardship,  and  fulfill  the 
public  trust,  we  must  not  only  see  to  it  that  all 
operations  are  carried  out  promptly  and  efficiently, 
but  also  that  our  administrative  costs  are  tightly 
controlled. 

Last  year  Rhode  Island  Blue  Shield  paid  more 
than  1,280,000  individual  claims,  totalling  over 

ARTHUR  F.  HANLEY,  Executive  Derector,  Blue 
Shield,  Providence,  R.  I . 

Delivered  at  the  23rd  Annual  Meeting  of  the  Rhode 
Island  Blue  Shield  Corporation  at  Providence,  R.  I., 
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$31  million  for  underwritten  and  serviced  pro- 
grams. We  managed  to  increase  enrollment,  despite 
a very  serious  economic  and  unemployment  situa- 
tion; handled  over  200,000  inquiries  from  Blue 
Shield,  Blue  Cross,  and  Medicare  subscribers,  plus 
another  16,000  or  more  from  physicians  and  their 
aides;  managed  to  keep  total  Plan  employment  at 
1970  levels  despite  sharply  increasing  volumes  of 
work;  and  substantially  expanded  our  cost  control 
programs. 

Overall  Blue  Shield  claims  volumes  went  up 
about  16  per  cent  during  the  year,  but  we  encoun- 
tered sharper  increases  in  Plan  65  claims  — up 
23  per  cent  — and  in  Major  Medical,  the  most 
complex  of  all  our  programs,  where  claims  in- 
creased 33  per  cent.  Nevertheless,  not  only  was 
total  employment  contained,  but  overtime  was  re- 
duced 16  per  cent  and  the  use  of  outside  clerical 
services  cut  20  per  cent.  In  total,  Blue  Shield  paid 
178.000  more  claims  in  1971  than  in  the  previous 
year,  and  we  tried  to  do  it  with  the  same  speed, 
accuracy  and  courtesy.  Clearly  there  were  some 
errors;  there  is  no  human  way  to  process  over  one 
million  claims  without  a few  mistakes.  One  of  the 
prime  accomplishments  of  the  year,  however,  was 
the  implementation  of  new  systems  to  control 
quality. 

COST  AND  QUALITY  CONTROL 

The  key  to  handling  larger  volumes  of  work 
(Continued  on  Next  Page) 
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and  still  controlling  cost  and  quality  can  be  ex- 
pressed in  three  words  or  phrases:  (1)  computeri- 
zation; (2)  work  measurement;  and  (3)  quality 
control.  During  1971  Blue  Shield  made  substantial 
progress  in  all  three  of  these  important  areas. 

In  computers,  for  example,  Medicare  and  Plan 
65  membership  and  claims  records  were  automated 
last  year  and  made  available  to  claims  and  sub- 
scribers service  personnel  on  the  visual  display 
screens,  or  so-called  Cathode  Ray  Tubes.  1 his 
substantially  improved  our  ability  promptly  to 
answer  questions  from  members  and  physicians' 
offices.  As  another  example,  all  benefit  payment 
checks  are  now  written  by  computer,  which  saves 
considerable  operating  expense.  Such  massive  jobs 
as  the  updating  of  Medicare  profiles,  accomplished 
last  July,  simply  could  not  have  been  accomplished 
without  the  aid  of  the  computer,  and  routine 
processing  of  Medicare  and  Plan  100  usual  and 
customary  claims  would  be  slower,  less  accurate 
and  far  more  expensive.  During  1971  the  increas- 
ing workloads  made  it  necessary  for  us  to  obtain 
more  powerful  computing  equipment.  After  exten- 
sive study  of  needs  and  various  methods  of  ob- 
taining equipment,  we  were  able  to  go  to  larger, 
faster,  and  more  powerful  computers  and  actually 
reduce  annual  equipment  costs. 

Even  though  everyone  is  fascinated  by  the 
whirling  tapes,  discs,  lights,  and  control  bells,  com- 
puters do  not  answer  every  problem.  There  is  a 
substantial  amount  of  careful  work  done  to  every 
claim  before  it  goes  to  EDP*,  and  after  it  comes 
back.  To  improve  our  clerical  handling  of  paper, 
last  year  a major  new  “work  measurement"  pro- 
gram was  developed  and  installed  in  the  Blue 
Shield  Claims  Department.  This  system  will  even- 
tually be  used  throughout  Blue  Cross  and  Blue 
Shield,  as  well  as  Medicare,  but  we  installed  it 
first  in  Blue  Shield  claims  because  this  is  the  larg- 
est single  department,  in  terms  of  claims  volume, 
and  thus  one  where  dramatic  results  could  be 
achieved. 

In  effect,  this  work  measurement  system  enables 
the  supervisor  to  set  equitable  work  standards 
based  on  each  employee’s  individual  ability,  to 
measure  the  work  being  performed  by  each  em- 
ployee, and  to  control  the  flow  of  work  through  the 
department.  We  have  seen  dramatic  improvement 
in  clerical  productivity  as  a result  of  the  new 
system;  the  error  rates  have  actually  gone  down, 
despite  higher  output  per  employee;  and  most 
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pleasantly,  employee  morale  has  improved  even 
over  the  high  levels  that  previously  existed.  An- 
other important  result  is  that  supervisors  are  also 
able  to  “age’’  the  work  on  hand,  so  that  problem 
claims  do  not  pile  up.  We  are  very  pleased  with 
this  new  system  and  believe  it  will  represent  a 
permanent  improvement  in  our  internal  operational 
methods. 

A third  important  aspect  of  performance  is 
“quality  control”,  and  this  new  work  measurement 
system  ties  in  logically  and  effectively  with  the 
quality  control  program  installed  in  1970  and  re- 
fined last  year.  Essentially,  quality  control  is  a 
system  whereby  senior  claims  examiners  take  ran- 
dom samplings  of  work  done  by  others  to  assure 
that  claims  are  not  being  delayed  by  in-house 
errors. 

This  random  sampling  method  has  produced 
substantial  reductions  in  clerical  errors  in  Medi- 
care B and,  to  the  extent  that  we  have  used  it, 
in  basic  Blue  Shield  claims.  A goal  for  1972  is  to 
expand  the  system  throughout  Blue  Shield  claims, 
which  should  further  improve  service  to  physi- 
cians and  subscribers. 

One  final  point  worth  mentioning  in  this  regard 
is  the  system  of  claims  examiner  education  that 
we  have  been  using  for  the  past  year  or  so.  In  an 
attempt  to  cut  down  the  number  of  necessary  con- 
tacts with  physicians’  offices,  we  have  invited  phy- 
sicians from  various  specialties  to  meet  with  our 
claims  examiners  and  point  out  particular  prob- 
lems to  look  for  in  specific  conditions  or  proce- 
dures. The  response  from  the  profession  has  been 
most  gratifying;  the  program  has  been  very  valu- 
able for  our  claims  personnel;  and  we  believe  it 
is  one  reason  why  Blue  Shield  has  been  able  to 
handle  more  claims  without  unreasonable  increases 
in  the  number  of  contacts  with  physicians’  offices. 

COST  EFFECTIVENESS 

Finally,  there  is  the  question,  from  a strict 
dollar  and  cents  point  of  view,  of  how  effective 
are  these  so-called  “control"  programs?  The  best 
national  measurements  in  terms  of  “efficiency”  of 
claims  processing  are  the  Federal  Government’s 
rankings  of  Medicare  carriers;  and.  as  you  know, 
Rhode  Island  Blue  Shield  consistently  stands 
among  the  top  three  in  the  nation.  In  terms  of 
cost  control,  the  best  measurements  are  the  statis- 
tics gathered  by  the  National  Association  of  Blue 
Shield  Plans  on  operating  costs  per  contract 
month.  As  of  the  latest  reporting  period,  our  cost 
(Concluded  on  Page  232) 
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New  Utilization  Review  Techniques  Are 
To  Re  Introduced  In  Blue  Shield 
Procedure 


By  Douglas  J.  McIntosh 

There  are  approximately  18  different  reporting 
methods  involved  in  the  Utilization  Review  pro- 
cedure and  they  are  meant  to  provide  us  with 
various  answers  to  Utilization  Review  questions. 

The  programs,  of  course,  are  designed  to  fulfill 
all  of  the  regulations  of  the  Federal  Medicare  Pro- 
gram, but  are  conducive  to  use  in  the  Federal  Em- 
ployees Program  and  Major  Medical  as  well  as 
Basic  Blue  Shield.  The  program  has  been  sub- 
mitted to  SSA  for  review  as  required  by  regula- 
tions, and  we  are  hopeful  that  it  can  be  initiated 
within  the  next  couple  of  months. 

The  effectiveness  of  Utilization  Review  activities 
to  date  has  been  quite  satisfying.  As  you  know, 
we  recognize  a very  definitive  chain  of  activities 
in  resolving  questionable  areas.  Once  a situation 
is  identified,  it  is  reviewed  by  our  Utilization  Re- 
view people,  then  if  necessary,  it  is  reviewed  by 
our  Medical  Advisors,  then  sent  to  Claims  Com- 
mittee and  if  it  is  still  not  resolved,  it  can  be 
referred  to  County  or  Specialty  societies  for 
opinion. 

DOUGLAS  J.  McINTOSH,  Vice  President,  Blue 
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So  far  this  year,  Social  Security  has  questioned 
the  individual  patterns  of  practice  of  1 7 doctors 
in  Rhode  Island.  Because  of  Utilization  Review 
information,  10  of  these  cases  have  been  resolved 
internally  by  the  Blue  Shield  staff  and  the  reviews 
have  been  closed.  The  rest  are  being  worked  on  at 
the  present  time  and  it  is  anticipated  that  only 
two  or  three  will  go  as  far  as  the  Claims  Com- 
mittee. 

Obviously,  there  will  be  certain  situations  iden- 
tified which  are  not  conducive  to  resolve  by  the 
staff.  We  anticipate  that  as  Utilization  Review 
techniques  become  more  and  more  sophisticated, 
the  need  for  effective  Peer  Review  assistance  will 
likewise  expand.  Only  through  a cooperative  and 
s'ncere  involvement  on  the  part  of  Blue  Shield 
and  the  medical  community  can  Peer  Review  and 
Utilization  Review  achieve  the  necessary  results. 

We  foresee  increased  demands  on  both  Blue 
Shield  and  physicians  to  maintain  the  integrity  of 
both  aspects  of  the  program.  We  hope  that  con- 
stant and  on-going  exchange  of  ideas  and  infor- 
mation can  be  maintained  to  meld  both  activities 
into  a unified  and  workable  arrangement. 

Within  the  past  few  years,  much  of  the  em- 
phasis of  the  Social  Security  Administration  for 
the  conduct  of  the  Federal  Medicare  Program  has 
been  placed  upon  the  carrier's  effectiveness  in 
(Continued  on  Next  Page) 
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Utilization  Review  Activities. 

The  importance  of  this  subject  on  a national 
basis  has  been  increasing  steadily  during  this 
period,  and  improved  Peer  Review  Activities  have 
been  demonstrated  in  almost  every  State.  Some  of 
this  growth  has  been  very  formal,  through  Foun- 
dations, and  some  has  been  more  like  our  own 
with  the  formation  of  County  and  Specialty  Com- 
mittees to  advise  the  Plan  on  an  as-needed  basis. 

Most  medical  organizations  and  publications  are 
agreed  on  the  importance  of  Peer  Review  mechan- 
isms for  the  assistance  of  all  third  party  payors. 

It  is  a well  accepted  theory  that  good  effective 
Peer  Review  offers  the  only  viable  alternative  to 
increased  government  control  and  regulation  of 
health  programs. 

If  Peer  Review  is  to  be  thoroughly  tested  and 
given  a fair  opportunity  to  show  that  it  can  work, 
it  must  be  given  the  proper  tools  with  which  to 
function.  This  means  the  establishment  of  statis- 
tically valid  quantitative  standards,  efficient  screen- 
ing of  individual  physician  practices,  and  periodic 
reporting  and  review  of  unusual  situations.  This, 
in  summary,  is  Utilization  Review.  Without  a 
good  thorough  Utilization  Review  program  on  the 
part  of  the  carrier,  no  Peer  Review  mechanism 
can  be  effective. 

We  are  presently  in  the  process  of  beginning 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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of  the 
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a new  program  of  Utilization  Review,  one  which 
has  been  especially  designed  for  our  Automated 
Systems  and  tailored  to  our  individual  require- 
ments and  needs. 

In  light  of  the  present  discussions  of  the  Rhode 
Island  Medical  Society  to  formalize  its  Peer  Re- 
view structure  through  the  possible  formation  of 
a Foundation,  both  the  Professional  Advisory  Com- 
mittee and  the  Board  of  Directors  have  agreed 
that  we  should  give  you  a short  presentation  to- 
night on  the  basic  types  of  studies  that  will  be 
involved  in  this  program. 

First  of  all,  most  Utilization  Review  situations, 
whether  they  are  questions  of  overutilization  of 
services,  misutilization,  or  underutilization,  are 
based  on  the  comparison  of  an  individual’s  activity 
to  a pre-established  norm  of  his  fellow  practition- 
ers. 

The  first  step  in  our  new  Utilization  Review  is 
the  establishment  of  these  specialty  norms.  These 
would  include  the  percentage  of  total  patients  hav- 
ing a service,  the  average  number  of  services  to 
each  beneficiary,  the  average  charge  for  each  serv- 
ice, the  percentage  of  total  services  represented  by 
the  individual  category  of  service,  the  average 
allowance,  and  the  portion  of  total  Medicare  al- 
lowable charges  in  each  category. 
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The  23rd  annual  meeting  of  the  Corporation  of 
the  Rhode  Island  Medical  Society  Physicians  Serv- 
ice was  held  in  the  Garden  Room  of  'the  Provi- 
dence Biltmore  Hotel  on  Wednesday,  March  22, 
1972.  The  meeting  was  called  to  order  by  the 
President,  Dr.  Arnold  Porter,  at  5:15  p.m. 

Members  of  the  Corporation  in  attendance 
were:  Paul  E.  Barber,  M.D.,  Richard  G.  Bertini, 
M.D.,  Mr.  Albert  Bonte,  Bertram  H.  Buxton, 
Jr.,  M.D.,  Joseph  E.  Caruolo,  M.D.,  Mr.  George 
Chaplin,  Joseph  D.  DiMase,  M.D.,  Mr.  Francis 
E.  Doherty,  Charles  S.  Dotterer,  M.D.,  Herbert 
Ebner,  M.D.,  Mi.  Daniel  Ford,  Edward  J.  Gau- 
thier, M.D.,  Frank  Giunta,  M.D.,  Seebert  J. 
Goldowsky,  M.D.,  John  P.  Grady,  M.D.,  Edmund 
T.  Hackman,  M.D,,  Herbert  F.  Hager,  M.D.,  John 
C.  Ham,  MD.,  Thomas  F.  Head,  M.D.,  Abraham 
Horvitz,  M.D.,  Rudolf  A.  Jaworski,  M.D.,  John 
B.  Lawlor,  M.D.,  Rev.  Joseph  L.  Lennon,  O.P., 
Robert  V.  Lewis,  M.D.,  Vincent  I.  MacAndrew, 
M.D.,  William  J.  MacDonald,  M.D.,  Earl  J.  Mara, 
M.D.,  Peter  L.  Mathieu,  Jr.,  M.D.,  Judge  Flor- 
ence K.  Murray,  Raul  Nodarse,  M.D.,  John  C. 
Osenkowski,  M.I).,  Arnold  Porter,  M.D.,  James 
A.  Reeves,  M.D.,  Charles  B.  Round,  M.D.,  Guy 
A.  Settipane,  M.D.,  Richard  P.  Sexton,  M.D., 
Armand  D.  Versaci,  M.D.,  and  John  J.  Walsh, 
M.D. 

Also  present  were  Messrs.  Arthur  F.  Hanley, 
Executive  Director,  and  11  members  of  his  ad- 
ministrative staff,  William  E.  McCabe,  legal  coun- 
sel, and  John  E.  Farrell,  Executive  Secretary  of 
the  Corporation. 

Members  of  the  Corporation  absent  were:  Rocco 
Abbate,  M.D.,  Carl  V.  Anderson,  M.D.-,  Charles 
J.  Ashworth,  M.D.,  John  T.  Barrett,  M.D.,  Rob* 
ert  E.  Baute,  M.I).,  Chelcie  C.  Bosland,  Ph.D., 
Toseph  E.  Cannon  M.D..  Nathan  C haset,  M.D., 
George  V.  Coleman,  M.D.,  Dominic  Coppolino, 
M.D.,  John  J.  Cunningham,  M.D.,  Morgan  Cutts, 
M.D.,  John  A.  Dillon,  M.D.,  Joseph  L.  Dowling, 


Jr.,  M.D.,  A.  John  Elliot,  M.D.,  Mr.  Emil  Fa- 
chon,  Charles  Farrell,  M.D.,  Martin  E.  Felder, 
M.D.,  Martin  Feldman,  M.D.,  Donald  P.  Fitz- 
patrick, M.D.,  David  Freedman,  M.D.,  Eugene 
Gaudet,  M.D.,  Alvin  G.  Gendreau,  M.D.,  Con- 
stantine S.  Georas,  M.D.,  Mr.  John  J.  Halloran, 
Milton  W.  Hamolsky,  M.D.,  Stephen  J.  Hoye, 
M.D.,  Richard  Kraemer,  M.D.,  J.  Gerald  Lam- 
oureux,  M.D.,  Henry  M.  Litchman,  M.D.,  Mr. 
Charles  V.  McCaffrey,  James  A.  McGrath,  M.D., 
Mr.  Felix  Mirando,  David  Newhall,  M.D.,  Wil- 
liam J.  O’Rourke,  M.D.,  Frederick  A.  Peirce,  Jr., 
M.D.,  Ralph  F.  Pike,  M.I).,  Mr.  George  Rams- 
bottom,  Mary-Elaine  Rohr,  M.D.,  Joseph  L.  C. 
Ruisi,  M.D.,  Robert  P.  Sarni,  M.D.,  Francis  Scar- 
pad,  M.D.,  Mr.  John  Shepard,  II,  Stanley  D. 
Simon,  M.D.,  Leonard  S.  Staudinger  M.D.,  George 
H.  Taft,  M.D.,  William  R.  Thompson,  M.D.,  Wil- 
son F.  Utter,  M.D.,  Mr.  Richard  P.  Welch,  Elihu 
S.  Wing,  Jr.,  M.D.,  and  Joseph  E.  Wittig,  M.D. 

ANNUAL  REPORT  OF  THE  SECRETARY 
The  Secretary  noted  that  the  annual  report  was 
included  in  the  handbook  of  reports  sent  to  the 
members  prior  to  the  meeting. 

Action : A motion  was  made,  seconded  and 

voted  that  the  annual  report  of  the  Secretary, 
as  submitted,  be  approved  and  placed  on  rec- 
ord. 

ANNUAL  REPORT  OF  THE  TREASURER 

The  annual  report  of  the  Treasurer,  which  was 
included  in  the  handbook  for  the  meeting,  was 
read  by  Mr.  George  Chaplin. 

Action : A motion  was  made,  seconded  and 

voted  that  the  annual  report  of  the  Treasurer, 
as  submitted,  be  approved  and  placed  on  rec- 
ord. 

ANNUAL  REPORT  OF  THE  PRESIDENT 

Dr.  Arnold  Porter,  President  of  the  Corpora- 
tion, read  his  annual  report,  copy  of  which  is 
made  part  of  the  official  record  of  the  meeting. 

(Continued  on  Next  Page) 
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NOMINEES  FOR  BOARD  OF  DIRECTORS 

The  President  reported  that  Dr.  Frederick  A. 
Peirce,  Chairman  of  the  Nominating  Committee, 
submitted  the  following  as  nominees  for  three- 
year  terms  each  on  the  Board  of  Directors: 
Chelcie  C.  Bosland,  Ph.D. 
of  Wakefield,  R.  I. 

Emeritus  Professor  of  Economics, 

Brown  University 
Daniel  H.  Ford 
of  Johnston,  R.  I. 

Business  Agent,  United  Rubber  Workers 
(AFL-CIO) 

Reverend  Joseph  L.  Lennon,  O.P. 
of  Providence,  R.  I. 

Vice  President,  Community  Affairs, 
Providence  College 

Action-.  A motion  was  made,  seconded  and 
voted  that  the  nominees  submitted  by  the  Nomi- 
nating Committee  be  elected  as  members  of  the 
Board  of  Directors  of  the  Corporation. 

* * * 

The  President  reported  that  the  House  of  Dele- 
gates of  the  Society,  assembled  in  meeting  on 
January  19,  1972,  had  nominatd,  in  accordance 
with  the  bylaws  of  the  Corporation,  the  following 
physicians  to  serve  three-year  terms  each  on  the 
Board  of  Directors: 

Edmund  T.  Hackman,  M.D.,  of  Warwick 
Frederick  A.  Peirce,  M.D.,  of  Newport 
Arnold  Porter,  M.D.,  of  Providence 
Stanley  D.  Simon,  M.D.,  of  Providence 
and  also,  had  nominated  for  the  unexpired  term 
of  Dr.  Seebert  J.  Goldowsky  — 

Thomas  F.  Head,  M.D.,  of  Providence 

Action : A motion  was  made,  seconded  and 

voted  that  the  five  nominees  submitted  by  the 
House  of  Delegates  of  the  Rhode  Island  Medi- 
cal Society  be  declared  elected  as  members  of 
the  Board  of  Directors  of  the  Corporation. 
REPORT  OF  THE  EXECUTIVE  DIRECTOR 
Mr.  Arthur  F.  Hanley,  Executive  Director  of  the 
Plan,  read  his  annual  report,  copy  of  which  is 
made  part  of  the  official  minutes  of  the  meeting. 

* * * 

Mr.  Hanley  introduced  Mr.  Douglas  McIntosh 
who  presented  a review  of  the  utilization  services 
program  developed  by  the  Blue  Shield.  Copy  of 
Mr.  McIntosh’s  report  is  made  part  of  the  offi- 
cial minutes  of  the  meeting. 

BRISTOL  MEDICAL  ASSOCIATES  GROUP  PLAN 
Dr.  Robert  V.  Lewis,  President  of  the  Rhode 


Island  Medical  Society,  brieflly  discussed  the  is- 
sues that  had  arisen  in  publicizing  the  Medigroup 
program,  of  the  Bristol  County  Medical  Associ- 
ates. He  noted  'that  the  administrative  staff  had 
accepted  the  responsibility  for  the  publication  of 
physicians’  names  in  the  promotional  literature, 
and  that  Mr.  Hanley  had  addressed  both  the 
Board  of  Directors  and  the  House  of  Delegates 
of  the  Society  on  the  issue.  However,  he  cautioned 
on  the  need  for  close  supervision  and  review  by 
the  Board  of  such  marketing  ventures  in  the  future 
to  avoid  creating  unpleasant  issues  involving  the 
physicians  of  the  state. 

He  moved  that  further  advertising  of  the  Bristol 
Medical  Associates  group  plan  be  withheld  until 
reviewed  and  approved  by  the  Board  of  Directors. 
The  motion  was  seconded  and  voted. 

ADJOURNMENT 

The  meeting  was  adjourned  at  6:03  p.m.,  and 
the  members  were  guests  of  the  Corporation  at 
dinner. 

Respectfully  submitted: 

Judge  Florence  K.  Murray 

Secretary 
* * * 

ANNUAL  REPORT  OF  THE  SECRETARY 

The  22nd  Annual  Meeting  of  the  Corporation 
of  the  Rhode  Island  Medical  Society  Physicians 
Service  was  held  in  the  Garden  Room  of  the  Provi- 
dence Biltmore  Hotel  on  Wednesday,  March  3, 
1971,  at  which  time  annual  reports  were  received 
and  approved,  and  the  members  heard  the  Presi- 
dent’s report  on  the  work  of  the  Blue  Shield  pro- 
grams during  the  previous  12  month  period. 

The  Corporation  elected  for  three  year  terms 
each  on  the  Board  of  Directors  the  following:  Drs. 
Paul  E.  Barber,  Seebert  J.  Goldowsky,  Robert  V. 
Lew's,  and  Leonard  S.  Staudinger,  and  Messrs. 
Francis  E.  Doherty  and  Richard  P.  Welch,  and 
Judge  Florence  K.  Murray. 

At  its  Annual  Meeting  on  March  22,  1971,  the 
Board  of  Directors  elected  the  following  Officers 
of  the  Corporation: 

Arnold  Porter,  M.D.,  President 
Earl  J.  Mara,  M.D.,  Vice  President 
Judge  Florence  K.  Murray,  Secretary 
Peorge  W.  Chaplin,  Treasurer 
The  Board  also  elected  an  Executive  Commit- 
tee, Professional  Advisory,  Finance,  Conference, 
Claims,  and  Nomination  committees,  all  of  which 
were  active  during  the  year.  The  Board  held  nine 
(Continued  on  Page  228) 
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Editorials 

ACUPUNCTURE  WITHOUT  THE  MOONLIGHT  AND  ROSES 


Two  recent  New  York  Times  dispatches  des- 
cribed the  use  of  acupuncture  in  surgery  in  the 
New  York  area.  The  news  item  had  reference  to 
the  case  of  one  William  Rosner  to  whose  foot  a 
skin  graft  was  applied  to  on  May  26  at  the  Albert 
Einstein  Medical  Center.  Rosner  stated:  “It  was 
just  a tingling  sensation  when  they  cut  the  skin.” 
The  administering  team  included  Doctor  Louis 
Orkin,  chairman  of  the  department  of  anesthesia; 
Doctor  Franz  Z.  Warren,  anesthesiologist  and  psy- 
chiatrist; and  Doctor  Pang  L.  Man  and  Yoshiaki 
Omura;  specialties  not  stated.  This  was  indeed  an 
ethnic  melange. 

Warren  had  earlier  demonstrated  before  the 
New  York  State  Society  of  Anesthesiology  relief 
of  “arm  trouble”  in  a young  lady  by  insertion  of 
a needle  into  the  shoulder.  The  Times  reported: 
“After  it  was  removed,  she  raised  her  arm,  pain- 
free,  she  said.” 

Finally,  Doctor  John  Fox,  an  anesthesiologist 
at  the  Downstate  Medical  Center,  removed  a pap- 
illoma from  the  tonsil  of  a medical  student  named 
Frederic  Newman,  using  four  needles,  one  in  each 
hand  and  foot.  The  procedure,  Newman  stated 
had  been  painless,  while  a similar  procedure  earlier 
had  caused  “excruciating  pain.” 

The  interest  of  The  New  York  Times  in  this 
type  of  anesthesia  is  obviously  related  to  the  ex- 
perience of  its  vice  president,  James  Reston,  who 
had  been  subjected  to  an  appendectomy  performed 
on  him  under  acupuncture  in  Peking  just  prior  to 
President  Nixon’s  visit  to  China. 

Doctor  Samuel  Rosen,  the  distinguished  oto- 


laryngologist of  New  York  and  originator  of  stape- 
dectomy, has  described  his  observations  of  the 
procedure  during  an  invitation  visit  to  China. 

All  of  this  adds  up  to  something,  but  it  is  not 
quite  clear  just  what.  As  pointed  out  by  The  Times, 
Chinese  doctors  have  treated  ailments  with  acu- 
puncture needles  for  centuries.  It  is  only  during 
the  last  year  or  two,  however,  that  they  have  ex- 
plored their  use  for  surgical  anesthesia.  It  has 
been  reported  that  small  electrical  currents  are 
passed  through  the  needles  in  some  cases. 

We  are  troubled  by  all  this.  There  is  somehow 
a faint  aroma  of  snake  oil  or  Kickapoo  water. 

If  this  method  (or  these  methods)  have  validity, 
it  should  be  possible  for  rational  men  to  observe 
and  acquire  the  techniques.  They  should  be  re- 
producible by  intelligent  observers  under  controlled 
conditions,  and  they  should  be  reported  syste- 
matically in  professional  journals.  Whether  the 
media  are  psychomatic  or  physiological  is  not 
relevant.  But  it  should  be  entirely  feasible  to  study 
and  learn  the  physiological,  psychological,  or  neur- 
ological mechanisms  involved. 

While  Doctor  John  Collins  Warren  could  say 
after  a demonstration  of  ether  at  the  Massachu- 
setts General  Hospital  “Gentlemen,  this  is  no 
humbug,”  the  fact  remains  that  thereafter  the 
phenomenon  was  reproduced  innumerable  times 
by  ordinary  mortals.  We  now  anticipate  hopefully 
some  reasonably  objective  demonstrations  and 
some  scientific  descriptions  of  the  procedures,  effi- 
cacy, and  mechanisms  of  acupuncture  anesthesia. 
Until  this  is  done  properly,  there  will  remain  little 
more  than  moonlight  and  roses. 


FRAMINGHAM  OFFSPRING  STUDY 


Children  of  parents  who  have  participated  over 
the  past  20  years  in  the  National  Hr  art  and  Lung 
Institute's  Framingham  Heart  Study  were  recently 
invited  to  take  part  in  the  Framingham  Offspring 
Study  sponsored  by  HEW’s  NHLI  Epidemiology 
Branch,  National  Institutes  of  Health. 

The  goals  of  this  study  are  1 ) to  determine  to 
what  extent  factors  known  to  increase  suscepti- 
bility to  atherosclerosis  and  coronary  heart  disease 
tend  to  cluster  in  families  and  2)  to  assess  the 
importance  of  hereditary  factors  in  the  develop- 
ment and  clinical  expression  of  cardiovascu’ar 
disease. 


Among  the  5,209  persons  originally  entered  in 
the  Framingham  Heart  Study,  there  were  1,644 
families  in  which  both  husband  and  wife  partici- 
pated. A random  sample  of  800  of  these  families 
has  been  selected  for  the  Offspring  Study.  A unique 
feature  of  the  new  study  is  that  the  children  will 
now  be  examined  at  approximately  the  same  ages 
that  their  parents  were  when  first  examined  22 
years  ago.  In  no  other  investigation  has  it  been 
possible  to  make  direct  comparisons  of  such  fac- 
tors as  blood  cholesterol  of  parents  and  their  chil- 
dren at  similar  ages. 

(Continued  on  next  page) 
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Those  enrolling  in  the  Framingham  Offspring 
Study  will  receive  a cardiovascular  examination 
similar  to  that  which  their  parents  have  undergone 
every  two  years  as  participants  in  the  Framingham 
Study.  It  includes  1)  a medical  history;  2)  medi- 
cal examination  of  the  cardiovascular  system;  3) 
an  electrocardiogram;  4)  a lung  function  test;  and 
5)  blood-sample  analysis  for  cholesterol,  lipopro- 
teins, and  sugar. 

Doctor  William  B.  Kannel,  who  has  been  asso- 
ciated with  the  Framingham  Heart  Study  for  20 
years  and  has  been  its  Director  since  1965,  will 
also  direct  the  examinations  of  the  children.  The 
Framingham  Union  Hospital  will  provide  labora- 
tory services  under  a contract  with  the  National 
Heart  and  Lung  Institute  with  Doctor  Manning 
Feinleib,  Chief  of  the  Epidemiology  Branch,  as 
Project  Officer. 

Information  collected  from  the  children  will  be 
analyzed  and  compared  with  the  extensive  data 
compiled  over  the  years  on  their  parents  in  an 
attempt  to  determine  whether  and  how  much 
heredity  influences  the  various  factors  that  may 
lead  to  premature  atherosclerosis  and  coronary 
heart  disease. 

Major  risk  factors  in  ooronary  heart  disease, 
aside  from  age  and  sex,  that  have  been  identified 
and  quantified  by  the  Framingham  Heart  Study 
are:  1)  elevated  blood  levels  of  cholesterol  and 
other  fatty  substances  (collectively  called  lipids) ; 
2)  elevated  blood  pressure;  3)  elevated  blood  uric 


levels  or  a tendency  to  gout  or  gouty  arth- 
ritis; 4)  certain  metabolic  disorders,  notably  dia- 
betes; 5)  obesity;  and  6)  certain  modes  of  life 
and  habits,  such  as  cigarette  smoking  and  lack  of 
physical  exercise. 

The  Framingham  Heart  Study  results  indicate 
that  individuals  with  various  combinations  of  these 
‘‘risk  factors”  may  run  up  to  a 30-fold  increased 
risk  from  -ooronary  attacks  compared  to  persons 
with  none  of  these  risk  factors  working  against 
them. 

Certain  of  these  risk  factors  are  known  to  “run 
in  families”:  for  example,  diabetes  and  certain 
blood-lipid  disorders.  There  is  also  inferential  evi- 
dence -for  a hereditary  component  in  high  blood 
pressure  and  in  elevated  blood  uric  acid  levels. 
Little  is  known  about  the  possible  role  of  heredity 
in  other  risk  factors. 

The  Framingham  Offspring  Study  hopes  to  ex- 
tend present  knowledge  about  hereditary  deter- 
minants of  cardiovascular-disease  and  also  as  a 
factor  possibly  amplifying  the  adverse  effects  of 
potentially  harmful  habits  or  modes  of  life  on  the 
heart  and  blood  vessels.  Such  data  would  provide 
a new  dimension  to  present  efforts  to  identify 
highly  vulnerable  persons  before  they  experience 
serious  symptoms  and  when  the  timely  initiation 
of  countermeasures  against  those  “risk  factors” 
that  can  be  modified  or  eliminated  may  forestall 
or  postpone  the  onset  of  potentially  disastrous 
complications  of  atherosclerosis. 


DERMAQUIZ 


At  left,  small,  firm  papules  at  the  pilosebaceous  orifices  forming  keratotic  papillomatous  growths.  Duration, 
from  birth.  Considerable  itching  annd  discomfort.  A 43  year  old  woman. 

At  right,  keratotic  patches  almost  entirely  covering  the  back  of  a 80  year  old  woman. 
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□ more  neutralizing  action  per 
teaspoonful  than  standard  antacids 

□ without  the  acid  rebound 
associated  with  calcium  carbonate 

□ pleasant  tasting  / rapidly  effective 

□ non-constipating /non-laxating 


NEW  FOR  ULCER 

LIQUID  MVI  AI\T 


aluminum  and  magnesium  hydroxides  plus  simethicone 


STUART  PHARMACEUTICALS  | o.v.s.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 
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Many  women  still  believe  that  a 
douche  is  a cure-all  for  vaginal 
secretions  and  malodor.  Mother 
tells  daughter  and  the  myth  is 
perpetuated. 

Other  cosmetic  products  are  not 
much  better.  Though  they  may  be 
effective  in  some  minor  infections, 
they  cannot  touch  the  real  medical 
problem,  which  very  often  is 
trichomonal  vaginitis. 

Medicine’s  most  effective 
cure  for  trichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl 

/ brand  of  , • ■ i \ 

(metronidazole) 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rtecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed. The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes 
tinal  amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg. orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  bodj 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg 
Vaginal  inserts  500  mg 


Flagyl  (metronidazole) 


r~'„'LC  I Manufactured  by  SEARLE  & CO 
I I San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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Each  capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POTASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

■^Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ’Dyazide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis. 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION 


Edalogy 

(ETHNIC  MEDICINE) 

Gallbladder  Disease  in  Southwestern 
American  Indians 

These  columns  have  on  several  occasions  carried 
reports  of  the  unusually  high  incidence  of  gall- 
bladder disease  among  Southwestern  American  In- 
dians, double  that  of  the  American  non-Indian 
population. 

For  example,  the  Pima  Indians  of  Southern  Ari- 
zona were  admitted  to  their  local  health  facility 
for  cholecystitis  at  the  rate  of  2.3  per  hundred 
adult  population  yearly.  Reviews  of  operative  ex- 
perience reveal  that  cholecystectomy  was  the  most 
common  major  surgical  procedure  performed  at 
the  Phoenix  Indian  Hospital,  outnumbering  appen- 
dectomies by  a ratio  of  2.7:1.  At  the  Shiprock 
Indian  Hospital,  serving  the  Navajo  tribe,  the 
incidence  of  common  duct  stones,  cholecystoenteric 
fistula,  and  gallbladder  cancer  were  considerably 
higher  than  expected  from  a comparative  white 
population.  Autopsy  reports  of  various  Indian 
tribes  showed  a 40  per  cent  incidence  of  gall- 
bladder disease  including  cholelithiasis  in  24.4 
per  cent  to  29.9  per  cent  of  the  adults  examined. 
This  incidence  is  more  than  double  that  found  in 
the  American  non-Indian  population-  Finally,  a 
recent  epidemiological  study  noted  a 48.6  per  cent 
prevalence  rate  for  gallbladder  disease  in  the  Pima 
Indians.  It  is  clear  that  cholecystitis  and  its  com- 
plications are  frequent  and  serious  threats  to  the 
health  of  the  Southwestern  American  Indians. 

The  present  report  describes  a two-year  experi- 
ence with  101  patients  undergoing  cholecystectomy 
at  the  Fort  Defiance  Indian  hospital  on  the  Na- 
vajo Indian  Reservation  in  Northern  Arizona 
These  results  show  a high  female-to-male  sex  ratio 
(4.6:1),  a low  average  age  in  women  undergoing 
cholecystectomy  (42.4  years),  a high  incidence  of 
associated  common  duct  stones  (16  per  cent), 
and  a high  rate  of  gallbladder  malignancy  (6  per 
cent). 

The  differential  diagnosis  of  cholecystitis  in 
Southwestern  Indians  deserves  comment  because 
it  is  definitely  less  difficult  than  in  the  non-Indian 
population.  Indians  appear  to  be  almost  immune 
from  duodenal  ulcer  disease.  During  the  two-year 
period  of  this  study,  no  patient  with  duodenal 
ulcer  disease  was  encountered,  and  during  an 
eight-year  period  at  the  Phoenix  Indian  Hospital 
there  were  only  three  patients  with  documented 
duodenal  ulcer  disease,  and  they  came  from  tribes 
(Concluded  on  Page  230) 


LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin  Digitoxin 

• Plasma  Cortisol 

• B12  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 
Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 

Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 


CEDAR  CREST 
NURSING  CENTRE 

125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  - Call  944-8500 
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(Continued  From  Page  224) 

RHODE  ISLAND  BLUE  SHIELD 

FINANCIAL  STATEMENTS  AS  OF  DECEMBER  31,  1970  AND  1971 


STATEMENT  OF  INCOME  AND  EXPENSE: 

INCOME: 

Received  from  Subscribers  

Income  from  Investments  

TOTAL  INCOME  

EXPENSES: 

Claims  Payments  

Operating  Expenses  

TOTAL  EXPENSES  

NET  GAIN  OR  (LOSS)  TO  RESERVES  


Increase 


Dec.  31,1971 

Dec.  31,  1970 

(Decrease) 

$21,339,826 

386,887 

$18,467,604 

395,632 

$2,872,222 

(8,745) 

$21,726,713 

$18,863,236 

$2,863,477 

$20,179,185 
2 074,121 

$18,325,567 

1,889,578 

$1,853,618 

184,543 

$22,253,306 

$20,215,145 

$2,038,161 

$ (526,593) 

$(1,351,909 

$ 825,316 

COMPARATIVE  BALANCE  SHEET: 


ASSETS: 

Cash  in  Bank  and  on  Hand  $ 366,000 

Accounts  Receivable  529,653 

Investments  6,614,030 


128,850  $ 237,150 

1,032,414  (502,761) 

7,005,894  (391,864) 


TOTAL  ASSETS 


$ 7,509,683 


$ 8,167,158  $ (657,475) 


LIABILITIES: 


Accounts  Payable  

Accrued  for  Claims  

Unearned  Subscriptions  

Other  Liabilities  

$ 1,231,846 
4,377,609 
528,627 
11,700 

$ 1,590,043 
4,227,295 
364,772 
16,080 

$ (358,197) 
150,314 
163,855 
(4,380) 

TOTAL  LIABILITIES  

$ 6,149,782 

$ 6,198,190 

$ (48,408) 

RESERVES:  

$ 1,359,901 

$ 1,968,968 

$ (609,067) 

TOTAL  LIABILITIES  AND  RESERVES  

$ 7,509,683 

$ 8,167,158 

$ (657,475) 

DISTRIBUTION  OF  BLUE  SHIELD  DOLLAR: 

Claims  Expense  

Operating  Expense  

.929 

.095 

(.024) 

.971 

.100 

(.071) 

(.042) 

(.005) 

.047 

Added  to  Reserves  

TOTAL  SPENT  

1.000 

1.000 

meetings  during  the  year,  one  of  which  was  a 
joint  meeting  with  the  Blue  Cross  Board. 

Since  a copy  of  the  minutes  of  each  Board 
meeting,  together  with  copies  of  claims  and  pro- 
fessional advisory  committee  meetings,  reaches 
each  member  of  the  Corporation  regularly,  a re- 
cital of  the  tremendous  work  carried  forward  by 
these  groups  for  the  Corporation  is  not  warranted 
in  this  report. 

Highlights  of  the  fiscal  year  were  the  develop- 
ment of  agreements  with  new  agencies  in  the  health 
delivery  system,  the  Bristol  Medical  Associates, 
and  the  Rhode  Island  Group  Health  Association, 
the  implementation  of  the  “65”  Plan  in  spite  of 
an  adverse  ruling  by  the  Director  of  Business 


Regulation  which  was  later  amended  as  the  result 
of  an  appeal  of  the  decision  to  the  Superior  Court, 
the  receipt  and  acceptance  from  the  Providence 
Medical  Association  of  an  invitation  to  explore 
the  possibility,  and  advisabilty,  with  the  Associa- 
tion for  a Medical  Foundation  to  participate  in 
the  peer  review  and  health  delivery  system;  the 
invitation  to  the  President  of  the  R.  I.  Society 
of  Osteopathic  Physicians  and  Surgeons  to  be  a 
guest  at  each  Board  meeting;  the  election  of  Dr. 
Arnold  Porter,  President  of  the  Corporation,  for 
a two  year  term  on  the  Board  of  Directors  of  the 
National  Association  of  Blue  Shield  Plans;  the 
development  of  a prescription  drug  plan  for  the 
20,000  members  of  the  Teamsters’  Union;  the 
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RHODE  ISLAND  BLUE  SHIELD 
COMPARISON  OF  STATISTICS  - YEARS  1970  AND  1971 


Blue  Shield  Subscribers  

People  Served  Under  Government  Programs  

(Medicare  Part  B) 

People  Served  Under  B/S  Additional  Programs  

(Major  Medical,  Extended  Benefits,  F.E.  Program) 

Firms  With  Blue  Shield  Coverage  

Firms  Buying  Blue  Shield  For  Employees  

Benefit  Payments,  Blue  Shield  

Benefit  Payments,  Federal  Programs  

Total  Benefit  Payments  

Total  Benefits  Paid  Since  Start  of  Plan  

Total  Assets  

Total  Income  

Total  Reserves  

Operating  Expenses  

Number  of  Blue  Shield  Cases  Paid  

Number  of  Cases  Paid  (Inch  Medicare)  

Number  of  Participating  Physicians  

loss  of  reserve  funds  in  lieu  of  any  rate  increase; 
the  rapid  growth  of  the  Major  Medical  coverage 
and  the  100  Plan;  and  the  award  of  a special 
citation  to  Dr.  W.  D.  Macintosh,  an  oral  surgeon, 
for  his  long  service  as  a volunteer  dental  advisor. 

The  Corporation  is  indeed  indebted  to  its  active 
and  forward-thinking  Board  of  Directors,  its  com- 
mittee members  for  their  conscientious  and  willing 
service,  and  the  staff  for  its  efficient  management 
of  the  ever  expanding  work  load  — all  of  which 
has  made  the  Rhode  Island  Blue  Shield  Plan 
one  of  the  foremost  in  the  nation. 

Respectfully  submitted:: 

Judge  Florence  K.  Murray 
Secretary 
* * * 

RHODE  ISLAND  BLUE  SHIELD 
TREASURER'S  REPORT 
YEAR  1971 

During  1971,  Rhode  Island  Blue  Shield  contin- 
ued to  experience  the  market  growth  pattern  that 
has  existed  since  the  start  of  the  Plan. 

For  1971,  the  consolidated  income  from  all  pro- 
grams and  investments  increased  $2,864,000  to  a 
new  high  of  $21,727,000.  This  was  due  to  con- 
tinued consumer  acceptance  of  the  program  offered 
by  Blue  Shield. 

Several  programs  participated  in  the  income  and 
membership  growth,  such  as: 


Increase 

1971 

1970 

(Decrease) 

704,323 

702,693 

1,630 

100,721 

99,170 

1,551 

520,330 

461,709 

58,621 

3,795 

3,776 

19 

3,136 

3,054 

82 

$ 20,179,185 

$ 18,325,567 

$ 1,853,618 

$ 10,347,463 

$ 9,296,699 

$ 1,050,764 

$ 30,526,648 

$ 27,622,266 

$ 2,904,382 

.$230,878,740 

$200,352,092 

$30,526,648 

$ 7,509,683 

$ 8,167,158 

$ (657,475) 

$ 21,726,713 

$ 18,863,236 

$ 2,863,477 

$ 1,359,901 

$ 1,968,968 

$ (609,067) 

$ 2,074,121 

$ 1,889,578 

$ 184,543 

945,246 

809,598 

135,648 

1,280,160 

1,101,653 

178,507 

1,150 

1,139 

11 

1.  The  “100”  Contract  experienced  at  31  per 
cent  increase  in  contracts  and  a 52  per  cent 
increase  in  income  of  $1,851,000. 

2.  The  “65”  Program  experienced  a 6 per  cent 

increase  in  contracts  and  a 38  per  cent  in- 
crease in  income  of  $632,000. 

3.  The  Major  Medical  Program  continued  to 
gain  in  both  income  and  membership. 

The  Plan  made  payments  for  its  subscribers 
amounting  to  $20,179,000  which  set  a record  high. 
The  most  significant  factor  attributable  to  the 
increase  in  benefit  payments  was  the  “100”  con- 
tract. The  "65”  contract  and  the  Major  Medical 
Program  also  experienced  increased  payments  in 
proportion  to  their  membership  growth. 

Operating  expense  for  the  year  amounted  to 
$2,074,000  an  increase  of  $185,000  over  the  previ- 
ous year  which  was  due  primarily  to  membership 
growth,  claims  volume  and  inflation. 

The  net  effect  of  the  above  resultted  in  a loss  of 
$527,000  which  was  charged  to  the  Plan’s  reserves. 
The  reserves  including  the  Maternity  Liability  to- 
talled $2,237,000  or  1.33  months  on  December  31. 
1971. 

Respectfully  submitted: 

George  W.  Chaplin, 
Treasurer 
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EDALOGY 

(Concluded  From  Page  227) 

outside  the  Southwest.  Thus,  signs  and  symptoms 
of  right  upper  quadrant  peritonitis  are  almost 
uniformly  due  to  cholecystitis  in  Indians. 

. . . Xelson  DX.  Porvaznik  J.  and  Benfield 
JR:  Arch  Surg  103:41.  July  1971. 

*  *  * * 

Thyroid  Carcinoma  in  Japanese  in  Hawaii 

Thyroid  glands  from  100  consecutive  autopsies 
of  Japanese  adults  living  in  Hawaii  examined  after 
serial  stepsectioning  revealed  24  cases  of  papillary 
adenocarcinomas-  This  high  prevalence  of  thyroid 
carcinomas  in  Hawaii-Japanese  is  similar  to  that 
found  by  the  Atomic  Bomb  Casualty  Commission 
group  in  Japan,  but  is  much  greater  than  any 
other  American  series.  Another  histologic  finding 
was  small  cell  nests  that  resembled  parafollicular 
cells  between  the  thyroid  follicles.  The  prevalence 
of  occult  thyroid  cancers  would  be  even  higher  if 


these  cell  nests  are  latent  medullary  carcinomas. 

. . . Fukunaga  FH:  Arch  Path  92:6,  July  1971. 

* * * 

Malignant  Hepatoma  in  the  Bantu 

One  hundred  and  eighty-nine  histologically 
proved  instances  of  primary  carcinoma  of  the  liver 
were  studied.  Treatment  was  radiotherapy  or 
chemotherapy,  or  both,  in  127  patients;  no  treat- 
ment or  vitamin  C in  56;  and  six  refused  treat- 
ment. 

Average  survival  time  from  onset  of  symptoms 
was  four  months  and  from  time  of  the  histologic 
diagnosis  was  two  months.  The  serum  test  for 
alpha-fetoprotein  was  positive  in  78  per  cent  of 
proved  instances  with  no  false-positive  results. 

Many  different  agents  were  used.  Intra-arterial 
methotrexate  gave  the  best  group  survival  time. 
The  second  best  survival  time  was  in  the  group 
receiving  radiotherapy.  Xo  patients  had  complete 
remissions. 

• . . Geddes  EW.  and  Falkson  G:  Cancer  25: 
1271.  1970. 
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LEGISLATIVE  REPORT 

(Concluded  From  Page  208) 

the  Department  of  Health  and  training  require- 
ments and  certification  of  ambulance  personnel  as 
required  by  the  director  of  health  died  in  com- 
mittee. This  proposal  was  introduced  by  the  Citi- 
zens Advisory  Committee  on  Emergency  Medical 
Services. 

Approximately  10  drug  related  bills  were  intro- 
duced or  held  over  from  the  1971  session.  All  failed 
to  make  any  progress.  The  majority  of  the  pro- 
posals concerned  the  creation  of  drug  formulary 
commissions,  the  prescribing  of  generic  drugs,  or 
drug  labeling.  One  such  bill  would  have  required 
doctors  and  dentists  to  notify  the  Director  of 
Health  in  the  event  a refillable  narcotic  drug  pre- 
scription is  issued  which  will  exceed  six  weeks  use. 
The  Director  of  Health  would  then  investigate 
the  need  for  such  drug,  quantity  of  the  drug,  and 
the  user’s  health. 

A bill  concerning  the  reduction  of  the  legal  pen- 
alty for  a first  conviction  of  possession  of  one  ounce 
or  less  of  marijuana  from  a felony  to  a misde- 
meanor punishable  by  not  more  than  six  months 
imprisonment  or  $500,  or  both,  was  recommitted 
to  Committee  from  the  House  floor.  The  measure 
had  been  reported  to  the  floor  with  a recommen- 
dation of  passage. 

No  abortion  legislation  reached  the  governor's 
desk,  but  a bill  to  make  the  Director  of  Health 
the  guardian  of  the  unborn  passed  the  Senate  but 
did  not  make  progress  in  the  House.  The  proposa 
would  have  made  the  Director  of  Health  a party 
to  all  proceedings,  considerations,  and  decisions  re- 
garding proposed  miscarriages. 


DERMAQUIZ  ANSWER 

(See  Page  226) 

Left,  Psorospermosis  follicularis.  Keratosis  Vegetans 
( White-Darier’s  disease). 

Right.  Unusually  extensive,  benign,  senile-seborrheic 
keratoses.  To  prove  pathologically  the  benignity  of 
each  and  every  one.  the  entire  skin  of  the  back  would 
have  to  be  removed  (biopsy). 


HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


AD  VALOREM  . . . 

According  to  its  value, 

Is  the  basis  for  supporting  your  R.I.M.S.  officially 
sponsored  disability  income  plans: 

• Early  Benefits  If  You  Wish 

• Lifetime  Accident  Indemnity 

• Sickness  Coverage  To  Age  65 

• Additional  Protection  To  Age  70 

• Special  Options  To  Age  75 

And  . . . you're  not  paying  for  someone  else's 
problems! 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient”  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 
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ANNUAL  REPORT  OF  PRESIDENT 
OF  BLUE  SHIELD 

(Concluded  From  Tage  218) 
pie,  or  33  per  cent  of  the  population.  Benefit  pay- 
ments to  subscribers  amounted  to  $1,904,402,700 
and  represented  91.01  per  cent  of  total  subscrip- 
tion income. 

Blue  Shield  is  a strong  and  viable  national  in- 
stitution that  has  served  the  public  well.  As  I 
have  said,  however,  its  strength  is  forged  of  a 
chain  of  local  Plans  working  harmoniously  witi 
their  participating  physicians  to  serve  the  people. 
The  failure  of  any  one  local  Plan  to  perceive  and 
fulfill  its  obligations  to  the  nation  could  be  the 
break  that  eventually  leads  to  the  destruction  of 
the  entire  Blue  Shield  system. 

Should  Blue  Shield  be  destroyed,  there  is  only 
one  other  agency  that  will  fill  the  void,  and  I am 
sure  you  are  well  aware  of  what  that  agency 
will  be. 


HEALTH  PLANNING  IN 
RHODE  ISLAND 

(Concluded  From  Page  216) 
community  share  the  feeling  that  the  planning 
picture  is  chaotic  and  is  a detriment  to  the  clear 
identification  of  problems  and  of  ways  and  means 
for  their  solution.  At  the  moment  SEARCH  at- 
tempts to  bring  together  at  one  point  a wide  di- 
versity of  interests  for  the  evolvement  of  solu- 
tions. 

While  SEARCH  may  not  be  the  solution,  it 
seems  to  me  to  be  a giant  step  toward  cohesion 
and  order  in  current  planning  efforts.  But  time 
is  running  out  for  Rhode  Island  — time  for  bring- 
ing about  our  own  salvation  or  suffering  the  con- 
sequences of  having  our  future  decided  for  us 
from  afar. 

Unless  the  principals  of  the  Rhode  Island  health 

OTOLARYNGOLOGY  PRACTICE 
FOR  SALE 

Retiring  and  will  sell  for  cost 
of  equipment  in  good  condition. 

About  2,450  sq.  ft.,  can  subdivide 

Please  write 

259  Wayland  Ave., 

Providence.  Rhode  Island 


care  scene  can  get  together,  submerging  individual 
interests,  and  unless  these  principal  agents  can 
remain  together  long  enough  to  produce  lasting 
results,  we  in  Rhode  Island  will  end  up  surrender- 
ing most  of  our  major  decisions  to  Washington, 
with  the  Rhode  Island  State  Department  of  Health 
acting  merely  as  the  local  agent. 

This  is  not  a role  which  the  Department  of 
Health  would  be  proud  to  play;  this  is  not  a role 
which  the  Department  of  Health  wants  to  play; 
but  this  is  the  inevitable  role  it  will  play  unless 
our  overlapping  and  conflicting  agencies  act  jointly 
to  head  off  the  need  for  external  planning. 

Perhaps  we  can  serve  as  an  example  to  our  na- 
tion, if  we  capitalize  on  some  of  our  unique  pres- 
ent opportunities. 


REMARKS  OF  BLUE  SHIELD 
EXECUTIVE  DIRECTOR 

(Concluded  From  Page  220) 
per  contract,  including  all  operating  expenses,  was 
55  cents  a month  — 10th  lowest  among  71  Blue 
Shield  Plans.  Our  expenses  were  44  per  cent  below 
the  average  expenses  of  all  Blue  Shield  Plans,  and 
63  per  cent  below  the  average  expenses  for  Plans 
of  our  size. 

I believe  we  can  fairly  say  that  Rhode  Island 
Blue  Shield  is  fulfilling  the  task  entrusted  to  it 
by  the  public,  and  that  we  have  indeed  achieved 
“responsible  stewardship'’. 

I will  comment  on  just  one  more  item.  As  the 
Treasurer’s  report  indicates,  Blue  Shield  last  year 
lost  something  over  $500,000  on  operations,  and 
more  than  half  of  the  total  loss  was  due  to  very 
adverse  Plan  65  experience.  Our  Plan  65  reserves 
are  totally  depleted,  and  we  will  very  shortly  be 
filing  for  a necessary  rate  increase.  We  are  also, 
as  you  know,  committed  to  a filing  of  Plan  100 
rates  to  fulfill  our  obligation  to  physicians  who 
have  requested  fee  changes.  No  matter  how  well 
Blue  Shield  has  performed  from  an  internal  point 
of  view,  we  will  be  challenged,  scrutinized,  and 
probably  accused  of  various  and  sundry  sins.  This 
is  a fact  of  life,  and  the  staff  views  it  as  part  of 
our  job.  Nevertheless,  it  is  essential  that  physi- 
cians understand  the  force  of  public  opinion,  and 
the  measures  that  must  be  taken  in  response  to 
situations  such  as  these.  All  in  all,  1971  has  been 
a very  good  year. 
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urnini,  fyN  RANCISCO 

medical  center  LIBRARY 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  ^e  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
dan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
>een.  Along  with  the  medical  and 

O 

social  history,  this  information  can 
iclp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
>r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
\ hen  you  decide  it  has  accom- 
blished  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
re  followed,  Valium  is  w ell 
pierated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  1 o-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
torted side  effects. 

Until  response  is  determined, 
►atients  receiving  Valium  should 
*e  cautioned  against  engaging  in 
azardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\filiuni 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Rhode  Island  Medical  Journal 


AUGUST,  1972 


Volume  55,  No,  8 


EDITORIAL  STAFF 


Editor-in-Chief 
Managing  Editor 
Ass't  Managing  Editor 
Senior  Editor  Emeritus 
Graphic  Consultant 


Seebert  J.  Goldowslcy,  M.D. 
John  E.  Farrell,  Sc.D. 
Edward  J.  Lynch,  M.A. 

Alex  M.  Burgess,  Sr.,  M.D. 
George  Patton,  Jr. 


John  A.  Dillon.  M.D.,  Chairman 
Stanley  M.  Aronson,  M.D. 
Bertram  H.  Buxton,  Jr.,  M.D. 
Robert  P.  Davis  ,M.D. 
Herbert  Fanqer,  M.D. 

John  F.  W.  Gilman.  M.D. 


Charles  A.  Hall,  Jr.,  M.D 
Peter  L.  Mathieu,  M.D. 

Jay  M.  Orson,  M.D. 
Henry  T.  Randall,  M.D. 
Guy  A.  Settipane,  M.D. 


CONTENTS 

SURGICAL  TREATMENT  OF  ANTERIOR  CEREBRAL-ANTERIOR 
COMMUNICATING  ARTERY  ANEURYSMS 

David  M.  Barry,  M.D 245 

THE  MANAGEMENT  OF  HEAD  INJURIES  IN  THE  EMERGENCY  ROOM 

Franco  Erculei,  M.D 248 


BILATERAL  HIP  DISARTICULATION  WITH  TOTAL  THIGH  FLAPS  FOR 
EXTENSIVE  DECUBITUS  ULCERS:  A CASE  REPORT 

James  O.  Manzoian,  M.D.,  David  L.  Brook,  M.D.,  Peter  J.  Deckers, 


M.D.,  Philip  R.  Elia,,  M.D.,  and  Harold  W.  Harrower,  M.D 251 

EDITORIALS  256 

DERMAQUIZ  257 

EDALOGY  258 

REPORT  OF  THE  HOUSE  OF  DELEGATES 235 


COVER:  Plate  copied  from  Thomas  Willis:  Cerebri  Anatome:  cui  accessit  Nervorum  Descriptio  et  Usus. 

London,  typ.  T.  Roycroft,  impens.  J.  Martyn  & J.  Allestry,  1664.  Several  of  the  illustrations  are  attrib- 
uted to  Sir  Christopher  Wren. 


RHODE  ISLAND  MEDICAL  JOURNAL  is  owned  and  published  by  the  Rhode  Island  Medical  Society, 
106  Franc's  Street,  Providence,  Rhode  Island  02903.  Single  copies  50  cents  — Subscription  $5.00 
per  year  (Members  of  the  R.  I.  Medical  Society,  $2.00  Annually).  Second  Class  postage  at  Providence, 
Rhode  Island.  Copyright,  The  Rhode  Island  Medical  Society,  1972. 


NATIONAL  ADVERTISING  REPRESENTATIVE.  State  Medical  Journal  Advertising  Bureau,  Inc.,  1010 

Lake  Street.  Oak  Parki  Illinois  60301. 


rheumatoid  arthritic  blowup ... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


mportant  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
oefore  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
Physical  and  laboratory  examination  (complete 
lemogram,  urinalysis,  etc.)  before  prescribing  and  at 
irequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
raindicated  patients  or  those  who  cannot  be  observed 
requently.  Warn  patients  not  to  exceed  recommended 
losage.  Short-term  relief  of  severe  symptoms  with 
j he  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
■nilk.  Patients  should  discontinue  the  drug  and  report 
mmediately  any  sign  of:  fever,  sore  throat,  oral 
esions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
spigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
lemorrhage,  skin  reactions,  significant  weight  gain  or 
;dema.  A one-week  trial  period  is  adequate.  Discon- 
inue  in  the  absence  of  a favorable  response.  Restrict 
reatment  periods  to  one  week  in  patients  over  sixty. 
ndlcations:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
iDieumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
Jlceration  including  severe,  recurrent  or  persistent 
tyspepsia;  history  or  presence  of  drug  allergy;  blood 
iyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
lypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
Irug;  polymyalgia  rheumatica  and  temporal  arteritis; 
latients  receiving  other  potent  chemotherapeutic 
igents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
txistence  of  concomitant  diseases,  and  concurrent 
)otent  chemotherapy  affect  incidence  of  toxic  reac- 
ions.  Carefully  instruct  and  observe  the  individual 
Jatient,  especially  the  aging  (forty  years  and  over) 
vho  have  increased  susceptibility  to  the  toxicity  of  the 
Irug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
sven  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
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House  Of  Delegates  Of  The  Rhode  Island 
Medical  Society 

Report  Of  Meeting  Of  March  R,  1972 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library,  Providence,  Rhode  Island,  on 
Wednesday  March  8,  1972.  The  meeting  was  called 
to  order  by  the  Speaker  of  the  House,  Dr.  John  J. 
Cunningham,  at  8 p.m. 

Members  of  the  House  in  attendance  were:  Drs. 
John  J.  Cunningham,  John  C.  Ham,  Carl  V.  An- 
derson John  C.  Osenkowski,  Charles  B.  Round, 
Joseph  E.  Wittig  Charles  S.  Dotterer,  Frederick 
Peirce,  Jr.,  Richard  Bertini,  Earl  J.  Mara,  Mary- 
Elaine  Rohr,  James  A.  McGrath,  Leonard  S. 
Staudinger,  William  J.  MacDonald  Robert  V. 
Lewis,  Stephen  J.  Hoye,  Marshall  Taylor  (alter- 
nate for  John  P.  Grady  M.D.),  Richard  P.  Sexton, 
Bertram  H.  Buxton  Jr.,  Joseph  Caruolo,  Nathan 
Chaset,  George  Coleman,  Dominic  L.  Coppolino, 
John  A.  Dillon  Joseph  D.  DiMase,  Martin  E. 
Felder,  David  Freedman,  Edward  J.  Gauthier, 
Alvin  G.  Gendreau,  Constantine  S.  Georas,  Frank 
Giunta,  Herbert  F.  Hager,  Milton  Hamolsky, 
Thomas  F.  Head,  John  B.  Lawlor,  Henry  M. 
Litchman,  Vincent  I.  MacAndrew,  Joseph  Pesare 
(alternate  for  Peter  Mathieu,  M.D.),  Raul  No- 
darse,  Guy  Settipane,  Elihu  S.  Wing,  Jr.,  Seebert 
J.  Goldowski,  Edmund  T.  Hackman,  and  Arnold 
Porter. 

Also  present  were  John  E.  Farrell,  Executive 
Secretary,  and  Edward  J.  Lynch.  Assistant  Execu- 
tive Secretary. 

Members  absent  were:  Drs.  David  Newhall, 
Robert  E.  Baute,  William  J.  O'Rourke,  Eugene 
Gaudet,  A.  John  Elliot,  Joseph  L.  C.  Ruisi,  Francis 
L.  Scarpaci,  J.  Gerald  Lamoureux,  Richard  Krae- 
mer,  John  P.  Grady,  John  T.  Barrett,  Joseph  L. 
Dowling,  Jr.,  Herbert  Ebner,  Martin  Feldman, 
Donald  P.  Fitzpatrick,  Abraham  Horvitz,  Peter  L. 
Mathieu,  Jr.,  Ralph  F.  Pike,  James  A.  Reeves, 
Robert  P.  Sarni,  George  H.  Taf't,  William  R. 
Thompson,  Wilson  F.  Utter,  Arrnand  D.  Versaci, 
and  Joseph  E.  Cannon. 

Minutes  of  Previous  Meeting 

The  Speaker  noted  that  the  minutes  of  the 
January  meeting  of  the  House  had  been  published 
and  distributed. 


Action-.  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  meeting  of  the  House  of 
Delegates  held  on  January  19,  1972,  as  submit- 
ted, be  approved. 

Report  By  Blue  Shield  Executive  Director 

Doctor  MacDonald  stated  that  the  Council  had 
asked  him  to  invite  Mr.  Arthur  F.  Hanley,  Execu- 
tive Director  of  Blue  Shield-Blue  Cross,  to  meet 
with  the  House  to  answer  questions  raised  by 
members  of  the  Society,  and  by  the  Council.  He 
stated  two  items  were  questioned : 1 ) date  of  rate 
filing  and  cutoff  date  for  filing  physician  profiles, 
and  2)  distribution  of  literature  of  Bristol  County 
residents  listing  the  names  of  physicians  who 
would  service  the  Bristol  Medical  Associates  group 
plan. 

Mr.  Douglas  McIntosh,  Blue  Shield  coordinator, 
discussed  problems  involved  in  filing  for  new 
rates.  He  stated  the  fees  would  be  predicated  on 
profiles  prior  to  the  price  freeze,  and  a cutoff  date 
had  to  be  established  for  the  acceptance  of  indi- 
vidual profiles  in  time  to  prepare  statistics  for  a 
proper  rate  filing.  Members  of  the  House  expressed 
concern  that  participating  physicians  had  not  been 
given  warning  of  the  cutoff  date  for  filing  profiles. 

Mr.  Hanley  noted  that  the  Blue  Plans  have 
been  considering  their  role  in  alternate  health  de- 
livery systems  for  several  years,  and  the  staff  had 
been  given  authority  by  the  Board  of  Directors  to 
explore  the  possibility  with  groups  of  physicians 
of  new  methods  of  delivering  medical  care.  He 
stated  that  it  was  a mistake  to  list  the  physicians 
on  the  Bristol  County  brochure,  but  the  action 
had  not  been  taken  without  advice  of  legal  counsel 
of  the  national  Blue  Shield  and  Blue  Cross  or- 
ganizations. 

Mr.  Hanley  stated  that  the  local  Blue  Plans 
have  80%  of  the  residents  of  Bristol  County  as 
subscribers,  and  the  mailing  had  been  done  off  the 
plans’  computer.  He  stated  the  list  of  physicians 
would  be  deleted  from  any  future  mailings. 

Mr.  Hanley  briefly  explained  the  Bristol  Asso- 
ciates plan  whereby  a capitation  payment  is  pro- 
posed, with  co-pavment  for  certain  services.  He 
(Continued  on  Next  Page) 
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stated  that  if  the  inpatient  hospital  use  is  less  than 
the  Blue  Cross  average  for  all  its  subscribers,  the 
savings  in  hospital  premium  costs  would  be  divid- 
ed, 50%  to  the  group  physicians  to  use  as  they 
wish,  and  50%  to  be  used  for  extended  services 
by  the  group  plan.  He  also  stated  that  Blue  Cross 
and  Blue  Shield  are  not  underwriting  the  Bristol 
Medical  Associates  program.  Specialists  serving 
the  group  do  not  necessarily  share  in  the  capita- 
tion payment,  but  instead  serve  on  an  individual 
contract  basis  with  the  group. 

Report  of  the  Secretary 
Dr.  Stephen  J.  Hoye,  Secretary,  noted  his  re- 
port was  included  in  the  handbook  for  the  meeting. 
Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted, 
be  approved  and  placed  on  file. 

Report  of  the  Treasurer 
It  was  noted  that  the  Treasurer’s  report  was 
included  in  the  handbook. 

Action:  In  the  absence  of  the  Treasurer,  a mo- 
tion was  made,  seconded  and  voted  that  the 
report  of  the  Treasurer,  as  submitted  be  ap- 
proved and  placed  on  file. 

Recommendations  from  the  Council 
Dr.  Hove  read  the  recommendations  from 
the  Council,  as  published  in  the  handbook  for  the 
neeting.  Action  was  taken  as  follows: 

1.  Smoking  in  Places  of  Public  Assembly 

A motion  was  made  to  amend  the  resolution  in 
the  handbook  to  delete  the  word  ‘‘indirectly”. 
Action : A motion  was  made,  seconded  and  voted 
that  the  resolution  on  Smoking  in  Places  of 
Public  Assembly,  as  amended,  be  adopted. 

2.  Medicredit  Bill 

A motion  was  made,  seconded  and  voted  that 
the  resolution  endorsing  the  Medicredit  bill  spon- 
sored by  the  American  Medical  Association,  as 
printed  in  the  handbook,  be  adopted. 

3.  Society  Assessment  for  Ophthalmologist  Society 
Court  Case 

Doctor  MacDonald  explained  the  reasons  for  the 
request  to  amend  the  prior  motion  by  the  House 
of  Delegates  for  a mandatory  assessment  of  $5.00 
on  each  member  of  the  Rhode  Island  Medical  So- 
ciety and  to  now  make  the  contribution  voluntary. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  prior  motion  of  the  House  on  a com- 
pulsory assessment  be  amended  to  permit  a 
voluntary  contribution  to  help  defray  expenses 
for  the  court  case  of  the  Rhode  Island  Oph- 
thalmologists concerning  optometric  legislation 
(Continued  on  Page  238) 
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(Continued  From  Page  236) 
enacted  by  the  Rhode  Island  General  Assembly. 
4.  Annual  Dues  for  Interns  and  Residents 

A motion  was  made,  seconded  and  voted  that 
the  Society  waive  the  annual  state  society  dues 
assessment  for  all  fully-licensed  interns  and  resi- 
dents, who  are  members,  while  they  are  in  training 
in  Rhode  Island  hospitals. 

Slate  of  Officers  and  Standing  Committees 
A motion  was  made,  seconded  and  voted  to 
amend  the  slate  as  submitted  from  the  Council  as 
follows:  Add  the  name  of  Dr.  Louis  Sorrentino  to 
the  Committee  on  Medical  Economics  and  delete 
the  name  of  Dr.  Joseph  M.  Zucker,  and  to  add  the 
name  of  Dr.  Ben  Feather  to  the  Committee  on 
Scientific  Work  and  Annual  Meeting  and  to  delete 
the  name  of  Dr.  Hugo  Taussig. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  slate  of  officers  and  standing  commit- 
tees, as  amended,  be  adopted. 

Regional  Conference  on  Extended  Care  Facilities 
Mr.  Farrell  discussed  the  report  as  published  in 
the  handbook  on  the  regional  conference  on  Ex- 
tended Care  Facilities. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  be  publicized  to  the  membership 
in  lieu  of  action  to  conduct  a conference  for 
third  party  payors,  welfare  representatives,  and 
members  of  the  Society  as  proposed  by  the 
House  in  January,  and  that  Doctor  Mathieu 
and  Mr.  Farrell  be  commended  for  such  an  ex- 
cellent report. 

Area  Health  Science  Education  Center 

Action:  A motion  was  made,  seconded  and  voted 
that  the  Rhode  Island  Medical  Society  partici- 
pate actively  in  the  development  of  the  Health 
Science  Education  Center  if  it  is  established 
and  that  the  President  of  the  Society  make  the 
appointments  thereto. 

Statement  of  the  Availability  of  Nurses 
in  Rhode  Island 

Action:  A motion  was  made,  seconded  and  voted 
to  commend  the  excellent  statement  as  published 
in  the  handbook  by  Dr.  William  I.  MacDonald, 
President  of  the  Medical  Society  on  the  avail- 
ability of  nurses  in  Rhode  Island. 

Reports  of  Committees 

The  Speaker  noted  that  there  were  many  com- 
mittee reports  in  the  handbook  for  the  informa- 
tion of  the  members,  but  none  called  for  any 
specific  action  by  the  House. 

(Continued  on  Page  239) 
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Action : A motion  was  made,  seconded  and  voted 
that  the  written  reports  of  the  following  com- 
mittees, as  submitted  to  the  House,  be  received 
and  placed  on  record:  Peer  Review  Program, 
Highway  Safety,  Disaster,  Library,  and  Li- 
brarian’s Report,  and  Public  Laws. 

Adjournment 

The  meeting  was  adjourned  at  10:10  p.m. 

Respectfully  submitted: 
Stephen  J.  Hoye,  M.D. 
Secretary 
* * * 

REPORT  OF  THE  SECRETARY 
Stephen  J.  Hoye,  M.D. 

The  following  actions  taken  by  the  Council  are 
reported : 

1.  It  authorized  the  President-Elect  to  repre- 
sent the  Society  at  the  annual  meeting  of  the  New 
York  State  Medical  Society  held  in  New  York 
City. 

2.  It  received  the  report  of  the  Society’s  repre- 
sentative on  the  Special  Commission  to  Study  the 
Howard  Complex.  (See  report  included  in  hand- 
book.) 

3.  It  approved  of  the  appointment  of  Dr.  Pat- 
rick O’Mahony  as  the  Society’s  representative  on 
the  advisory  committee  to  the  State  Department 
of  Mental  Health  on  its  methadone  maintenance 
program  established  at  Chapin  Hospital. 

4.  It  authorized  the  President  to  appoint  the 
Society's  official  delegates  to  the  Council  of  the 
New  England  State  Medical  Societies. 

5.  It  commended  the  President  of  the  Society 
for  his  fine  statement  submitted  on  request  to 
the  Providence  Evening  Bulletin  regarding  the 
nursing  situation  in  Rhode  Island.  (See  statement 
included  in  handbook  under  Report  of  Allied 
Health  Professions.) 

6.  It  was  informed  that  the  Officers  of  the 
Society  were  to  meet  with  the  Officers  of  the  Hos- 
pital Association  of  Rhode  Island  to  discuss  prob- 
lems of  mutual  interest. 

7.  It  named  as  the  Society’s  representatives 

on  the  Rhode  Island  Interagency  Council  on 
Smoking  the  following:  Drs.  Jorge  Benavides, 

John  Lathrop,  and  John  J.  Cunningham. 

8.  It  expressed  no  objection  to  an  amendment 
to  the  state  medical  examiner  law  to  provide  that 
osteopathic  physicians  may  be  eligible  for  employ- 
ment as  deputy  medical  examiners  or  assistant 
medical  examiners. 

9.  It  voted  to  submit  resolutions  to  the  House 
of  Delegates  on  smoking  in  public  auditoriums  or 
arenas,  and  on  endorsement  of  the  AMA  Medi- 
credit  bill  before  the  Congress. 

10.  It  review  the  situation  regarding  optome- 

(Continued  on  Next  Page) 
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try  registration  enacted  by  the  General  Assembly 
in  1971.  noting  the  statement  received  from  the 
Director  of  Health,  and  it  heard  a report  on  the 
oontemplated  legal  expenses  undertaken  by  the 
State  Society  of  Ophthalmologists,  and  voted  to 
recommend  to  the  House  that  the  action  taken  at 
the  January  meeting  be  amended.  (See  Recommen- 
dations from  the  Council.) 

11.  It  was  concerned  with  the  wide  public 
mailing  to  the  residents  of  Bristol  County  of  a 
Blue  Cross-Blue  Sh'eld  announcement  of  the  group 
plan  of  Bristol  Medical  Associates  which  it  con- 
sidered to  be  in  violation  of  medical  ethics  with 
the  listing  of  names  of  physicians  serving  the  group 
plan,  and  it  voted  to  request  the  Executive  Direc- 
tor of  the  Plans,  Mr.  Arthur  Hanley,  to  meet  with 
the  House  at  its  meeting  on  March  8 to  discuss 
the  question. 

12.  The  Council  reviewed  a request  for  finan- 
cial support  from  the  Committee  on  Medical  As- 
pects of  Sports  for  a program  to  be  staged  jointly 
with  the  University  of  Rhode  Island  at  Kingston, 
in  August,  and  voted  a $100  appropriation. 

* * * 


SPECIAL  COMMISSION  TO  STUDY 
THE  HOWARD  COMPLEX 

January  27,  1972 

At  the  request  of  Governor  Frank  Licht,  the 
Rhode  Island  Legislature  created  a Special  Com- 
mission in  1971  for  the  specific  purpose  of  study- 
ing the  present  and  future  role  of  the  public  in- 
stitutions at  the  Howard  Reservation  in  Cranston. 
This  month  the  report  of  this  Commission  will  be 
made  to  the  Legislature. 

The  Howard  Complex  has  been  in  existence  for 
over  100  years.  There  have  been  several  previous 
studies  of  parts  of  the  Institution,  but  this  study 
was  of  the  total  Complex,  including  the  Institution 
of  Mental  Health,  the  General  Hospital,  Farms, 
Adult  Correctional  Institution,  Girls  and  Boys 
Training  Schools  and  Chapin  Hospital.  Outstand- 
ing authorities  such  as  Harlan  L.  Raine,  M.D. 
(1953)  and  Guy  W.  Brugler,  M.D.  (1968)  gave 
reports  in  the  past.  For  this  study,  local  author- 
ities in  various  related  fields  were  called  upon  to 
present  their  views.  The  Commission  met  many 
times,  visited  most  of  the  buildings  at  Howard, 
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heard  from  many  speakers  including  representa- 
tives of  the  Rhode  Island  Medical  Society  and  the 
Rhode  Island  District  Branch  of  the  American 
Psychiatric  Association. 

The  report  of  the  Commission  notes  the  devoted 
service  of  many  and  the  efforts  to  improve  serv- 
ices, but  is  very  definite  in  stressing  the  desperate 
need  to  improve  conditions.  The  construction  of 
a new  building  for  the  Adult  Correctional  Insti- 
tution is  a major  recommendation.  Regionalization 
of  facilities,  strengthening  the  community  mental 
health  clinics  and  other  progressive  steps  have 
been  recommended.  Much  publicity  may  be  given 
to  the  proposed  sale  of  excess  land  as  an  industrial 
development,  with  obvious  advantages  to  the  State 
and  Cranston,  in  particular. 

We  want  to  emphasize  the  need  to  keep  this 
report  from  just  being  another  report  to  be  filed 
away  in  legislators’  bookcases.  The  proposal  for 
a new  prison  and  for  increasing  the  effectiveness 
of  the  mental  health  clinics  deserve  our  full  sup- 
port. The  Commission  has  recommended  that  it 
remain  in  existence  for  another  year. 

Louis  V.  SORRENTINO,  M.D. 

Representative  of  Rhode  Island 
Medical  Society  on  the  Commission 
* * * 

RECOMMENDATIONS  FROM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D.,  Secretary 

1.  Smoking  in  Places  of  Public  Assembly 
Concerned  with  the  problem  of  smoking  in  pub- 
lic auditoriums  and  arenas,  much  to  the  discom- 
fort of  patrons  attending  events  in  such  places, 
the  Council  submits  the  following  resolutions  to 
the  House  which,  if  adopted,  would  be  publicized 
and  also  direted  to  the  attention  of  the  Providence 
City  Council  with  specific  attention  directed  to 
the  new  Providence  Civic  Center  now  under  con- 
struction: 

Whereas  smoking  in  public  auditoriums  and 
similar  meeting  places  results  in  discomfort, 
and  indirectly  in  adverse  physical  reactions,  for 
many  in  attendance  at  public  affairs  held  at 
such  meeting  sites,  therefore 

Be  It  Resolved  that  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  urge  that 
smoking  in  the  main  or  central  area  during 
events  at  any  public  auditoriums  or  arenas  be 
prohibited,  and  further,  that  such  ruling  be 
enforced  when  the  new  Providence  Civic  ( enter, 
now  under  construction,  is  opened  to  the  public. 

2.  Medicredit  Bill 

The  Council,  noting  the  many  plans  proposed 
to  the  Congress  for  a national  health  program,  sub- 
mits for  the  consideration  of  the  House  of  Dele- 
gates the  following  resolution: 

Whereas  there  are  several  proposals  before 
(Continued  on  Next  Page) 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactocill 

(sodium  oxacillin) 

'capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


ma 
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Nutrition  Council  of 
Rhode  Island,  Inc. 

A NON  PROFIT  ORGANIZATION 

Diet  Counseling  Service 
257  Lenox  Avenue 
Providence,  R.l.  02907 

HAVE  YOU  TRIED  OUR  SERVICE? 

We  will  EXPERTLY  TAILOR  diets  for  your 
patients'  needs: 

# Diabetes 

# Obesity 

# Hyperlipoproteinemia 

# Cardiac  disease 

# Gastrointestinal  disease 

# or  whatever  the  problem 

We  will  INTERPRET  AND  HELP  your  patient 
to  follow  the  diet  YOU  have  prescribed. 

THE  COST  IS  MINIMAL 

Call  us  now  at  467-4604,  or  write  us  for 
further  information. 

Natalie  I.  Giglio,  R.D. 
(Registered  Dietitian) 


LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin/Digitoxin 

• Plasma  Cortisol 

• B12  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 
Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 

Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 


the  Congress  of  the  United  States  for  a national 
health  plan,  and 

Whereas  health  insurance  programs,  private 
and  public,  should  enable  every  person  to  ob- 
tain insurance  protection  which  will  make  avail- 
able to  him  personal  health  services  from  pro- 
fessionally qualified  providers  of  his  choice,  and 
Whereas  the  principle  of  individual  responsi- 
bility should  be  paramount  in  all  insurance  pro- 
grams and  every  effort  should  be  taken  to 
minimize  the  need  to  use  tax  funds  except  for 
those  less  able,  or  unable,  to  pay  and 

Whereas  the  concept  of  progressive  tax 
credits  is  an  excellent  method  by  which  an  equit- 
able method  of  payment  for  health  services  may 
be  realized,  therefore, 

Be  It  Resolved  that  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society,  in  meet- 
ing on  March  8,  1972,  endorse,  in  general,  the 
basic  concepts  of  the  Medicredit  Bill  (S  987, 
H.R.  4960)  as  sponsored  by  the  American 
Medical  Association  and  placed  before  the  Con- 
gress of  the  United  States. 

3.  Society  Assessment  jor  Ophthalmologist 

Society  Court  Case 

The  Council,  having  reviewed  the  situation  as 
previously  presented  to  it  regarding  the  allocation 
of  funds  by  other  states  to  help  defray  legal  ex- 
penses for  the  court  case  of  the  R.  I.  Society  of 
Ophthalmologists  relative  to  optometric  legislation 
enacted  by  the  R.  I.  General  Assembly  in  1971, 
recommends  that  the  House  amend  its  action  taken 
at  the  January  meeting  whereby  a compulsory 
assessment  of  $5  was  made  on  each  member  of 
the  R.  I.  Medical  Society,  to  provide  now  that 
the  assessment  be  a voluntary  one. 

4.  Annual  Dues  jor  Interns  and  Residents 
Recognizing  the  importance  of  bringing  new 

physicians  into  medical  society  membership,  as 
evidenced  by  the  action  of  the  American  Medical 
Association's  House  of  Delegates  in  providing 
direct  AMA  membership  for  interns  and  residents 
where  they  cannot  enroll  through  state  societies, 
the  Council  recommends  to  the  House  that  it 
waive  the  annual  state  society  dues  assessment 
for  all  fully  licensed  interns  and  residents,  while 
in  training  in  hospitals  in  Rhode  Island,  who  are 
elected  to  membership  as  active  members  of  any 
of  the  component  medical  societies  in  the  state; 
and  further,  that  it  urge  the  component  medical 
societies  to  waive  their  dues  for  such  members 
while  they  are  in  training. 
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Allied  Health  Professions  and  Services 
Committee 

The  Committee  on  Allied  Health  Professions 
and  Services  has  concerned  itself  with  current  at- 
tempts to  increase  the  supply  of  health  services 
through  more  effective  and  innovative  use  of  al- 
lied health  workers  through  programs  that  have 
been  established  in  various  parts  of  the  nation. 

At  the  Society’s  annual  scientific  assembly  held 
in  April  of  1971  the  program  was  given  over  to 
discussion  of  allied  health  training  programs,  such 
as  the  Medex  Program  at  Dartmouth  College,  the 
Physician’s  Assistant  Program  at  Duke  University, 
and  the  scope  of  training  programs  within  Rhode 
Island,  as  ably  presented  by  Dr.  Heber  Youngken, 
Dean  of  the  College  of  Pharmacy  at  the  Univer- 
sity of  Rhode  Island.  Out  of  this  meeting  has 
come  the  basis  for  an  Area  Health  Science  Edu- 
cation Center  which  has  been  explored  by  a study 
committee  of  the  Tri-State  Regional  Medical  Pro- 
gram. 

The  Society’s  Committee  has  reviewed  the  con- 
cept of  such  a Center  which  would  bring  together 
health  care  providers,  educators,  and  administra- 
tors of  health  manpower  training  programs  in  the 
state,  and  representatives  of  professional  societies, 
such  as  ours,  for  the  purpose  of  planning  and  co- 
ordinating an  integrated  and  sound  approach  to 
health  manpower  preparation  and  continuing  edu- 
cation. 

Our  Committee  endorses  the  principle  of  such 
a Center,  for  it  sees  in  this  approach  an  elimina- 
tion of  duplicate  efforts  by  institutions  of  higher 
education  in  training  health  personnel,  and,  after 
determination  of  local  needs  a practical,  long- 
range  method  of  meeting  adequately  the  needs 
of  the  health  providers,  physicians,  allied  health 
personnel,  and  hospitals,  in  the  year  ahead. 

Attached  to  this  report  is  a brief  resume  of  the 
Tri-State  Regional  Medical  Program’s  basis  for 
an  application  for  a federal  grant  to  establish  an 
Area  Health  Science  Education  Center  in  Rhode 
Island. 

Recommendation'.  Your  Committee  approves 
of  this  concept  in  principle  as  set  forth  by  the 
Tri-State  staff,  and  it  urges  that  the  Rhode 
Island  Medical  Society  participate  actively  in 
the  development  of  such  a Center  if  it  is  estab- 
lished. 

* * * 

LICENSURE  OF  HEALTH  OCCUPATIONS 

There  has  been  great  concern  throughout  the 
nation  regarding  licensure  and  certification  of 
allied  health  occupations,  and  your  Committee 
has  given  this  subject  consideration.  We  are  con- 
cerned. as  are  many  organizations  throughout  the 
country,  with  the  tendency  towards  enacting  new 
(Continued  on  Next  Page) 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

pyopen' 

(disodium  carbenicillin) 

•vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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ANGELO  VITICONTE  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Pn.  D.  E.S.  M.T.  (ASCP) 


opKiriS 

Profile  20 


Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 

CALCIUM  ALK.  PHOSPHATASE 

INORGANIC  PHOSPHATE  LDH 


GLOCOSE 
UREA  NITROGEN 
URIC  ACID 
CHOLESTEROL 
BILIRUBIN 
TOTAL  PROTEIN 
ALBUMIN 
GLOBULIN 


SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
S15.00 


^ J~/ojjLinS  ^l  l^jccl lea  ( oCa  bora  lor  j 
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PROVIDENCE.  R.  I.  02909  TEL  421-3100 


licensure  regulations  for  specific  groups  of  health 
professionals,  some  of  whom  have  limited  training. 
Such  licensure  serves  only  to  fragment  services, 
as  well  as  lock  the  licensee  into  a circumscribed 
service  role. 

Until  a study  is  made,  such  as  is  envisioned  by 
the  supporters  of  the  Area  Health  Science  Educa- 
tion Center,  there  should  be  a moratorium  of 
licensure  of  any  new  or  even  existing  allied  health 
personnel.  We  hope  to  assist  in  any  such  studies 
to  determine  whether  an  accredition  and  certifica- 
tion program  may  be  feasible,  and  more  satisfac- 
tory. 

Recommendation : Your  Committee  urges  that 
the  House  of  Delegates  request  a moratorium 
on  licensure  of  any  additional  health  occupa- 
tions in  Rhode  Island  until  long  range  solutions 
are  developed,  not,  however,  precluding  amend- 
ment of  existing  licensure  laws  to  permit  ex- 
panded functions. 

AVAILABILITY  OF  NURSES  IN  RHODE  ISLAND 

Since  the  Society  has  a Committee  on  Nursing, 
the  Chairman  of  which  is  also  a member  of  our 
Committee,  we  have  not  engaged  in  any  study  of 
the  problem  of  nurse  training  in  the  state. 

However,  answering  a request  for  a statement 
on  the  availability  of  nurses,  Dr.  William  J.  Mac- 
Donald has  submitted  an  excellent  report  of  the 
local  situation.  This  statement  is  appended  to  our 
report  for  the  information  of  the  House,  and  we 
commend  Doctor  MacDonald  for  such  a splendid 
presentation. 

Respectfully  submitted: 

George  F.  Meissner,  m.d. 

Chairman 

* * * 

AREA  HEALTH  SCIENCE  EDUCATION  CENTER 

The  Rhode  Island  Advisory  Committee  of  the 
Medical  Care  and  Education  Foundation,  Inc. 
(Tri-State  Regional  Medical  Program ) has  ap- 
proved of  the  filing  of  a request  for  a grant  to 
establish  an  Area  Health  Science  Education  Cen- 
ter. 

Such  a Center  is  defined  as  “a  consortium  of 
health  care  providers,  educators  and  administra- 
tors of  health  manpower  training  programs  in 
Rhode  Island,  for  the  purpose  of  planning  and 
coordinating  an  integrated  and  sound  approach 
to  health  manpower  preparation  and  continuing 
education.  This  proposal  does  not  recommend  the 
creation  of  a separate  Health  Science  College,  >r 
(Continued  on  Page  259) 
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1 dvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practia 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


really 


in  practice  can 
determined. 

The  Bureau  of  Drugs 
suggested  the  package  i 
sert  as  a possible  means 
communicating  informati 
on  relative  efficacy  of  dru 
to  the  physician.  I find  tl 
objectionable,  since  I 
not  believe  the  physici. 
should  have  to  rely  on  tl 
source  for  final  scienti 
truth.  There  is  also  a pr; 
tical  objection:  Since  fe 
physicians  actually  di 
pense  drugs,  they  seldo  • 
see  the  package  insert, 
any  event,  I would  mai 
tain  that  the  physici 
should  know  what  drug 
wants  and  why  without  c 
pending  on  the  governmei 
or  the  manufacturer  to 
him. 

Undoubtedly,  physicia 
are  swamped  by  excessi 
numbers  of  drugs  in  son 
therapeutic  categories.  Ar 
I am  well  aware  that  man 
drugs  within  such  cat< 
gories  could  be  eliminate 
without  any  loss,  or  pe 
haps  even  some  profit, 
the  practice  of  medicin 
But,  in  my  opinion,  neithe 
the  FDA  nor  any  oth 
single  group  has  the  expei 
tise  and  the  wisdom  neces 
sary  to  determine  the  on 
“drug  of  choice”  in  a 
areas  of  medical  practice. 


.Ivertisement 


One  of  a series 


Maker  of  Medicine 


Suneth  G.  Kohlstaedt.M.D., 
Vice  President, 
Medical  Research, 
lilli  Lilly  and  Company 


f n my  opinion,  it  is  not 
I function  of  any  govern- 
>nt  or  private  regulatory 
rncy  to  designate  a “drug 
rhoice.”  This  determina- 
i 1 should  be  made  by  the 
l/sician  after  he  has  re- 
k/ed  full  information  on 
i properties  of  a drug, 
ji  then  it  will  be  based  on 
I experience  with  this 
lig  and  his  knowledge  of 
1 individual  patient  who 
Sleeking  treatment, 
f an  evaluation  of  com- 
i ative  efficacy  were  to  be 
l*de,  particularly  by  gov- 
t ment,  at  the  time  a new 
g is  being  approved  for 
keting,  it  would  be  a 
at  disservice  to  medi- 
and  thus  to  the  patient 
e consumer.  For  exam- 
when  a new  therapeu- 
I agent  is  introduced,  on 
basis  of  limited  knowl- 
e,  it  may  be  considered 
i be  more  potent,  more 
ective,  or  safer  than 
)ducts  already  on  the 
rket.  Conceivably,  at 
s time  the  new  drug 
ild  be  labeled  “the  drug 

t choice.”  But  as  addi- 
ial  clinical  experience  is 
umulated,  new  evidence 
y become  available, 
ter,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  fepDialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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Surgical  Treatment  Of  Anterior  Cerebral- Anterior 
Communicating  Artery  Aneurysms 


Proximal  Clipping  Of  Main  Feeding 
Anterior  Cerebral  Artery  Applied  in 
Thirty-Six  Cases  Proves  Simple , Safe , 
And  Secure 


By  David  M.  Barry,  M.D. 

Until  approximately  15  years  ago  the  results  of 
surgical  treatment  of  intracranial  aneurysms  in 
general  and  of  anterior  cerebral-anterior  communi- 
cating artery  aneurysms  in  particular  were  dis- 
couraging. There  was  frequent  controversy  as  to 
whether  on  the  one  hand  surgical  treatment  was 
ever  justified  or  on  the  other  whether  the  50  per 
cent  mortality  associated  with  conservative  treat- 
ment of  subarachnoid  hemorrhage  secondary  to 
ruptured  aneurysm  should  simply  be  accepted.  The 
ideal  surgical  treatment,  then  as  now,  consisted  of 
occlusion  of  the  neck  of  the  aneurysmal  sac  and 
its  exclusion  from  the  rest  of  the  cerebral  circu- 
lation. It  was  this  direct  encounter  with  the  an- 
eurysm that  frequently  resulted  in  a major  dis- 
aster. 

In  1956  Logue1  reported  the  results  of  treating 
3 7 anterior  cerebral-anterior  communicating  an- 
eurysms by  proximal  clipping  of  the  main  feeding 
anterior  cerebral  artery.  There  were  30  survivors 

DAVID  M.  BARRY,  M.D.,  Chief,  Departments 
of  Neurological  Surgery,  St.  Joseph's  and  Paw- 
tucket Memorial  Hospitals;  Attending  Neurosur- 
geon, Roger  Williams  General  Hospital;  Consul- 
tant in  Neurosurgery,  Kent  County,  South  County, 
and  Newport  Hospitals. 

Presented  in  part  before  the  New  England  Neuro- 
surgical Society  at  Newport,  Rhode  Island,  October 
29,  1971. 


in  this  series,  an  operative  mortality  rate  of  13*4 
per  cent.  Of  the  30  survivors  26  did  well,  while 
three  developed  hemiplegia  which  had  not  been 
present  preoperatively.  One  additional  patient  ex- 
perienced a rebleeding  episode. 

These  statistics  were  very  impressive  in  relation 
to  others  reported  at  that  time,  dealing  usually 
either  with  conservative  medical  treatment  or  di- 
rect surgical  approach  to  the  aneurysm.  Indeed, 
Logue’s  paper  also  reported  on  36  patients  treated 
conservatively  with  16  deaths,  a mortality  rate  of 
44.4  per  cent.  The  mortality  rate  for  conservative 
treatment  has  remainde  relatively  unchanged.  The 
striking  feature  of  this  conservatively  treated  group 
was  that  only  one  patient  out  of  16  died  as  the 
result  of  the  initial  bleeding.  Another  patient  died 
of  a late  thrombosis,  but  14  of  the  16  deaths  were 
the  result  of  recurrent  hemorrhage.  Thus  it  was 
concluded  that  patients  with  a ruptured  anterior 
cerebral  aneurysm  who  are  well  enough  to  reach 
a hospital  and  be  admitted  usually  required  two 
or  more  hemorrhages  to  die  and.  therefore,  could 
probably  be  helped  by  surgery  if  it  were  per- 
formed prior  to  the  second  bleeding  episode. 

Although  Logue’s  surgical  treatment  was  some- 
what of  an  indirect  attack  on  the  problem,  the  pro- 
cedure did  seem  to  satisfy  the  main  criteria  for 
aneurysmal  surgery.  It  carried  an  acceptable  mor- 
( Continued  on  Next  Page) 
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tality  and  morbidity  rate  and  a low  incidence  of 
rebleeding  episodes.  In  addition  it  was  technically 
easier  than  the  direct  attack  and.  therefore,  could 
probably  be  performed  at  an  earlier  time  following 
the  initial  hemorrhage.  This  is  extremely  important 
when  one  is  attempting  to  prevent  a second  and 
probable  fatal  bleeding  episode. 

In  the  years  since  Logue  published  his  results 
there  have  been  striking  advances  such  as  dehy- 
drating and  antiedema  medications,  induced  and 
controlled  hypotension,  and  new  anesthetic  meth- 
ods and  agents,  which  have  facilitated  all  forms 
of  intracranial  surgery.  In  general  these  have  served 
to  render  Logue’s  relatively  easy  procedure  of  the 
1950’s  indeed  a very  simple  one  in  the  1970's. 

A number  of  authors  have  preferred  avoiding 
the  direct  attack  on  anterior  cerebral  aneurysms. 
Fisher2  presented  17  cases  before  the  New  Eng- 
land Neurosurgical  Society  several  years  ago. 
Cooke,  Dooley,  and  Browder3  in  1965  reported  25 
cases.  In  1970  Tindall,  Kapp,  Odom,  and  Robin- 
son4 reported  31  patients  treated  by  a combined 
operative  procedure,  clipping  of  one  proximal  an- 
terior cerebral  artery  followed  by  gradual  occlu- 
sion of  the  opposite  common  carotid  artery. 
Logue’s  continued  support  of  the  procedure  is  in- 
dicated by  his  report  of  111  cases  at  the  13th 
Latin-American  Neurosurgical  Congress  in  1969, 
representing  all  cases  performed  by  him  from  1950 
through  1967.  There  were  82  survivors  in  this 
series  with  only  2 postoperative  rebleeding  epi- 
sodes. 

Logue  mentioned  four  contraindications  for  this 
procedure  in  his  initial  paper,  of  which  we  find 
three  acceptable.  Patients  should  not  be  subjected 
to  surgery  of  they  (1)  are  comatose  and  show  no 
signs  of  improvement,  (2)  have  extreme  neuro- 
logical damage,  such  as  mutism  or  double  hemi- 
plegia, and  (3)  have  anomalies  of  the  anterior  por- 
tion of  the  circle  of  Willis  in  which  both  anterior 
cerebral  arteries  arise  from  one  internal  carotid 
artery  trunk.  We  believe  that  the  first  two  con- 
traindications to  aneurysmal  surgery  are  valid 
irrespective  of  the  location  of  the  aneurysm.  Un- 
like Browder’s  group3  we  will  operate  even  if  the 
aneurysm  fills  from  both  anterior  cerebral  arteries. 
In  the  present  series  as  opposed  to  Logue’s 
we  have  performed  surgery  even  if  we  have  been 
unable  to  demonstrate  cross  filling  with  contra- 
lateral carotid  compression  during  arteriography. 
Several  patients  of  this  type  have  had  successful 
surgery,  although  this  may  be  fortuitous.  It  is, 


therefore,  probably  that  85  to  90  per  cent  of  all 
candidates  for  surgery  can  be  treated  by  this 
method.  As  there  will  be  greater  filling  from  one 
or  the  other,  the  preponderant  artery  should  be 
clipped. 

THE  OPERATION 

The  operation  consists  of  a simple  right  or  left 
frontal  craniotomy  depending  upon  which  anterior 
cerebral  artery  is  to  be  clipped.  The  patient  is  in 
the  supine  position  with  head  and  neck  slightly 
extended.  The  approach  to  exposure  is  along  the 
floor  of  the  anterior  cranial  fossa  until  the  in- 
ternal carotid  artery  and  a few  millimeters  of  the 
anterior  cerebral  artery  are  exposed.  Two  consider- 
ations are  important  in  preventing  or  aggravating 
arteriospasm.  The  first  requirement  is  minimal  re- 
traction on  the  undersurface  of  the  frontal  lobe. 
To  minimize  retraction  we  do  not  hesitate  to  make 
use  of  dexamethasone,  urea  or  mannitol,  cerebro- 
spinal fluid  drainage,  or  hyperventilation.  If  nec- 
essary all  of  these  aids  will  be  applied  in  a given 
patient.  The  second  requirement  calls  for  placing 
the  clip  on  the  anterior  cerebral  artery  immedi- 
ately after  its  take-off  from  the  internal  carotid 
artery.  This  keeps  the  surgical  intervention  as  far 
from  the  aneurysm  as  possible,  insures  minimal 
manipulation  of  the  vessel,  and  prevents  the  clip 
from  being  placed  across  the  recurrent  artery  of 
Heubner  or  another  of  the  other  small  perforating 
vessels.  It  is  extremely  unusual  for  any  of  these 
vessels  to  arise  from  the  initial  5 millimeters  of 
the  artery.  A regular  Hemoclip®  is  highly  satis- 
factory for  this  purpose.  The  procedure  which  has 
been  timed  on  several  occasions,  requires  one  hour 
and  fifteen  or  twenty  minutes  from  skin  incision 
to  skin  closure. 

RESULTS 

This  series  comprises  36  patients  who  when  seen 
initially  were  having  their  first  subrachnoid  hem- 
orrhage. Their  ages  ranged  from  22  to  66  years. 
Surgery  was  performed  from  3 to  29  days  follow- 
ing the  bleeding  episode.  Delay  in  surgery  was 
usually  the  result  of  uncontrollable  factors  such  as 
time  of  referral,  medical  clearance,  or  obtaining 
permission  for  surgery.  On  a few  occasions,  how- 
ever, delay  was  deliberate  while  awaiting  signs  of 
improvement  in  the  patient.  There  were  at  least 
three  candidates  suitable  for  surgery  who  died  of 
rebleeding  episodes  while  being  observed.  The  fol- 
low-up period  for  the  living  patients  extends  from 
six  months  to  over  13  years.  The  number  of  pa- 
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tients  during  the  13  year  period  who  did  not  meet 
the  criteria  for  the  procedure  is  not  known. 

The  average  patient  in  this  series  was  44  years 
old,  more  likely  male.  He  had  experienced  his  first 
subarachnoid  hemorrhage  as  the  result  of  a rup- 
tured anterior  cerebral-anterior  communicating 
aneurysm.  Proximal  ligation  of  the  main  feeding 
anterior  cerebral  artery  was  carried  out  on  the 
11th  day  following  hemorrhage.  He  has  survived 
on  the  average  slightly  more  than  five  years  since 
surgery. 

Among  these  36  patients  there  were  three  opera- 
tive deaths,  a mortality  rate  of  slightly  over  8 per 
cent.  Of  the  three  patients  who  died,  two  were  in 
deep  coma  and  actually  did  not  fully  meet  the 
criteria  for  surgery.  The  third  patient,  a 37  year 
old  female  who  had  been  comatose  but  was  show- 
ing progressive  signs  of  improvement,  received  sur- 
gical treatment  on  the  twelfth  day  after  hemor- 
rhage. Although  there  was  improvement  during  the 
first  48  hours  following  surgery,  she  became  coma- 
tose and  died  on  the  sixth  postoperative  day. 
Spinal  puncture  gave  no  evidence  of  second  hemor- 
rhage. No  autopsy  was  obtained.  It  was  our  opinion 
that  she  probably  had  succumbed  to  a massive 
cerebral  infarction  secondary  to  arteriospasm. 

Of  the  33  survivors,  five  have  been  lost  to  fol- 
low-up, but  all  were  alive  at  least  two  years  follow- 
ing the  surgical  procedure.  Of  the  remaining  28, 
one  had  a rebleeding  episode  almost  exactly  one 
year  after  the  initial  surgery.  Arteriograms  re- 
vealed that  the  silver  clip  had  fallen  off  the  an- 
terior cerebral  artery.  The  clip  was  reapplied  with 
no  further  difficulties  during  the  subsequent  six 
years.  Another  patient  developed  an  epidural  em- 
pyema postoperatively  which  necessitated  the  re- 
moval of  the  bone  flap  and  subsequent  canioplasty 
after  several  months.  This  patient  is  presently  free 
of  difficulty  and  operates  his  own  plumbing  busi- 
ness. The  third  patient  has  some  speech  difficulty 
and  a right  hemiparesis  which  had  not  been  present 
preoperatively.  There  has  been  progressive  improve- 
ment with  at  the  present  time  only  a residual  slight 
limp  on  walking.  These  three  patients  are  the  only 
one  who  have  sequelae  of  any  degree  of  seriousness. 
Several  had  subtle  personality  changes.  Whether 
these  were  the  result  of  the  surgery  or  of  the  hem- 
orrhage cannot  be  definitely  ascertained.  All  seemed 
to  revert  to  their  accustomed  personalities  after  a 
few  months. 

Although  we  have  performed  postoperative  ar- 
teriograms on  many  of  the  patients,  especially 
those  during  the  past  six  years,  we  have  made  no 
attempt  to  review  these  films  comprehensively.  In 
general,  however,  we  believe  that  they  follow  fairly 
closely  Logue’s  analysis  of  43  postoperative  arterio- 
grams performed  during  the  immediate  postopera- 


tive period.  He  found  that  approximately  30  per 
cent  of  the  aneurysms  were  not  visualized  when 
the  contralateral  carotid  artery  was  injected,  while 
approximately  45  per  cent  of  the  aneurysms  could 
be  visualized  but  were  smaller  than  they  had  been 
preoperatively.  The  remaining  25  per  cent  were 
also  visualized,  but  demonstrated  no  change  at  all. 
As  with  Logue’s  studies  our  arteriograms  were  per- 
formed during  the  immediate  postoperative  period 
piior  to  the  patients’  discharge  from  the  hospital. 
Tindall  noted  that  in  postoperative  arteriograms 
after  carotid  artery  ligations  the  longer  the  interval 
between  ligation  and  the  arteriogram,  the  fewer  the 
number  of  sacs  visualized.  It  is,  therefore,  probable 
that  both  Logue's  and  our  postoperative  arterio- 
grams might  have  been  even  more  favorable  if  they 
had  been  performed  at  a longer  period  following 
surgery.  However,  the  important  point  is  that,  no 
matter  what  the  arteriograms  revealed,  the  patients 
were  not  prone  to  bleed  again.  Logue  had  two  re- 
currences among  82  survivors.  In  our  series  only- 
one  among  33  living  patients  had  recurrent  bleed- 
ing. Since  this  was  a technical  problem  in  that  the 
clip  had  fallen  off  the  artery,  it  was  a mark  against 
the  clip  or  the  surgeon  rather  than  the  type  of 
procedure. 

SUMMARY 

Thirty  six  patients  who  experienced  a subarach- 
noid hemorrhage  secondary  to  a ruptured  anterior 
cerebral-anterior  communicating  artery  aneurysm 
have  been  treated  by  proximal  clipping  of  the  main 
feeding  anterior  cerebral  artery.  There  were  three 
deaths  in  the  series,  while  three  additional  patients 
experienced  postoperative  complications,  none  of 
which  were  permanent  or  disabling.  This  method 
of  treating  a difficult  and  life  threatening  problem 
has  proved  to  be  relatively  easy  and  yet  secure. 
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The  Management  Of  Head  Injuries  In  The 
Emergency  Room 


The  Only  True  Neurosurgical  Emer- 
gency Is  Epidural  Hematoma 


By  Franco  Erculei,  M.D.,  F.A.C.S. 


Various  classifications  of  head  injuries  have 
been  proposed.  For  practical  purposes  in  a hos- 
pital emergency  room  head  injuries  can  be  divided 
into  three  categories:  1.  Soft  tissue  injuries;  2. 
closed  head  injuries  with  coma,  and  3.  open  head 
injuries  with  coma. 

SOFT  TISSUE  INJURIES 

Soft  tissue  injuries  include  abrasions,  contu- 
sions, lacerations  of  the  scalp,  and  subgaleal  hema- 
tomas. The  involved  areas  should  be  washed  thor- 
oughly with  agents  such  as  Phisohex®,  Betadine® 
scrub,  aqueous  solution  of  Zephiran®,  or  hydro 
gen  peroxide.  All  scalp  lacerations  must  be  ex- 
plored digitally  before  suture  closure  to  rule  out  a 
possible  depressed  skull  fracture.  After  proper 
debridement,  lacerations  must  be  sutured  in  the 
accident  room  before  x-ray  films  of  the  skull  are 
taken.  Scalp  hematomas  should  never  be  drained 
by  incision  or  by  tapping  with  needle  and  syringe 
except  under  the  direction  or  guidance  of  a neuro- 
surgeon. 

FRANCO  ERCULEI,  M.D.,  F.A.C.S.,  Director, 
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Delivered  at  the  Trauma  Special  Session  of  the  Rhode 
Island  Chapter  of  the  American  College  of  Surgeons, 
Newport,  R.  I.  June  16,  1972. 


CLOSED  HEAD  INJURIES  WITH  COMA 

A history  should  be  obtained  whenever  possible 
from  a reliable  person  or  witness,  or  both,  in 
order  to  ascertain  the  motions  of  the  head  or  the 
body  during  the  impact  and  when  unconscious- 
ness occurred.  This  is  very  important  in  assessing 
the  severity  of  the  injury  and  many  times  in  judg- 
ing the  prognosis.  A thorough  but  rapid  neuro- 
logical examination  should  be  carried  out  with 
particular  regard  to  the  level  of  consciousness, 
which  is  always  the  most  important  sign.  One 
should  check  for  evidence  of  otorrhea  or  rhinor- 
rhea.  The  size  and  reaction  of  the  pupils  should 
be  recorded  as  well  as  any  degree  of  anisocoria,  if 
present.  Fundoscopic  examination  is  not  important 
in  the  emergency  room;  precious  time  may  be 
wasted  by  those  not  accustomed  to  this  examina- 
tion. Hemorrhages  or  papilledema  usually  denote 
a pathological  problem  antedating  the  injury. 

Extraocular  movements  should  be  noted.  The 
baby  doll  maneuver  should  be  carried  out  in  a 
comatose  or  highly  uncooperative  patient.  Corneal 
reflexes  are  checked.  Facial  asymmetry  should  be 
noted  at  rest  and  also  under  painful  stimulation. 
Motor  power  and  normal  or  pathological  reflexes 
should  be  recorded.  For  application  of  painful 
stimuli  the  most  reliable  areas  are  the  supraorbital 
ridges,  the  retromastoid  regions,  the  trapezii,  ster- 
num, nipples,  and  testicles.  Painful  stimuli  are 
adequate  for  observing  the  response  of  the  pa- 
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tient.  Examination  for  superficial  and  deep  sensa- 
tion is  time  consuming  and  usually  worthless  in 
the  emergency  room. 

If  the  patient  is  in  serious  condition,  very  ir- 
ritable, restless,  or  uncooperative,  x-ray  examina- 
tion of  the  skull  should  be  delayed.  Technically, 
poor  skull  x-ray  films  add  little  or  nothing  to  the 
diagnosis,  prognosis,  and  course  of  treatment  of 
head  injuries.  When  x-ray  studies  are  necessary, 
as  in  the  case  of  a gun-shot  wound,  they  should 
be  limited  to  an  interior-posterior  (AP)  and  one 
lateral  view.  Cervical  spine  x-ray  studies  are  far 
more  important,  although  they  are  usually  over- 
looked. Echoencephalography  is  more  useful  than 
skull  x-ray  studies,  is  more  easily  carried  out,  and 
does  not  entail  undue  moving  of  the  patient.  If 
asymmetrical  scalp  contusions  or  hematomas  are 
present,  however,  a false  reading  may  be  obtained. 

OPEN  HEAD  INJURIES  WITH  COMA 

In  this  situation  the  same  rules  as  for  closed 
head  injuries  with  coma  apply.  It  is  imperative 
to  stop  any  bleeding  and  to  explore  the  wound 
digitally.  Through-and-through  No.  3-0  or  No. 
2-0  silk  sutures  are  the  most  effective  for  closure. 
If  possible,  one  should  avoid  applying  hemostatic 
forceps  to  scalp  vessels  because  vessels  and  galea 
may  be  further  damaged.  After  the  control  of 
bleeding  a neurological  examination  should  be  car- 
ried out.  If  a depressed  skull  fracture  is  present, 
the  area  should  be  debrided  and  sutured  as 
quickly  as  possible,  removing  as  much  gross  con- 
tamination as  possible.  A tight  dressing  should  be 
applied  to  control  the  bleeding.  A depressed  skull 
fracture,  whether  closed  or  compound,  is  not  a 
neurosurgical  emergency.  As  long  as  the  patients 
condition  remains  stable,  he  will  fare  better  with 
an  elective  rather  than  an  emergency  procedure. 
It  is  unwise,  for  example,  to  operate  upon  a pa- 
tient at  night  with  risk  of  his  aspirating  from  a 
full  stomach,  when  the  same  operative  procedure 
can  be  easily  carried  out  the  following  morning 
with  his  stomach  empty  and  with  a full  equipped 
operating  room  and  adequate  personnel.  If  the 
patient  shows  progressive  neurological  deteriora- 
tion, the  wound  should  be  left  open  after  the 
bleeding  has  been  controlled. 

SPECIAL  EXAMINATIONS 

If  the  patient  is  comatose,  or  if  not  comatose 
but  complaining  of  neck  pain,  one  lateral  x-ray 
view  of  the  cervical  spine  to  include  the  seventh 
vertebral  body  should  be  obtained  before  taking 
skull  x-rays.  Skull  x-ray  studies  should  be  ob- 


tained when  the  patient  is  stabilized,  or  prior  to 
surgery.  Echoencephalogram  may  be  useful. 

There  is  no  immediate  need  for  an  electroence- 
phalogram or  a brain  scan  in  head  injuries.  The 
need  for  arteriography  will  be  a neurosurgical 
decision.  Lumbar  puncture  in  head  injuries  has 
no  diagnostic  value  and  can  be  very  dangerous. 
It  is  basically  contraindicated  and  must  not  be 
carried  out  except  by  a neurosurgeon  possibly  in 
anticipation  of  surgery. 

GENERAL  THERAPY 

The  patient  should  not  be  moved  unnecessarily. 
He  should  receive  nothing  by  mouth  until  fully 
awake.  He  should  be  kept  at  complete  bedrest 
with  head  elevated  up  to  15-25  degrees.  Patients 
with  basal  skull  fractures  associated  with  otorrhea 
or  rhinorrhea  initially  must  be  kept  fiat.  Patients 
must  be  log-rolled  in  bed,  and  the  supine  position 
should  be  discouraged.  A good  airway  should  be 
established  and  tracheostomy  (performed  when  in- 
dicated. Oxygen  administered  at  5-6  liters  per 
minute  usually  gives  satisfactory  oxygenation.  A 
neurosurgical  patient  must  not  be  on  a respirator 
unless  conditions  other  than  neurosurgical  war- 
rant it.  However,  depressed  respiratory  excursions 
should  be  helped  and  patients  properly  ventilated 
and  oxygenated. 

Antibiotics  are  recommended  only  in  basal  skull 
fractures,  but  their  use  is  not  contraindicated. 
Tetanus  toxoid  or  antitoxin  should  be  used  in  the 
case  of  open  wounds.  No  narcotics  or  sedatives 
should  be  administered.  Small  doses  of  codeine, 
promethazine  hydrochloride,  pentazocine,  and 
chlorpromazine  may  at  times  be  indicated.  Hy- 
perpnea  may  be  so  distressful  as  to  require  hy- 
droxyzine or  a small  dose  of  morphine.  If  morphine 
is  used,  a tracheostomy  may  be  necessary.  Intra- 
venous fluids  should  be  given  very  slowly  and 
sparingly  usually  not  to  exceed  1500-2000  ml  of 
5 per  cent  dextrose  in  34  or  normal  saline  so- 
lution in  a 24  hour  period.  A Foley  catheter  is 
inserted  into  the  bladder  when  needed.  Anti- 
confulsive  medications  may  be  necessary,  such  as 
diazepam  intravenously,  or  paraldehyde  by  Levin 
tube  or  rectally  until  the  convulsions  have  stopped. 
Intramuscular  paraldedyde  is  very  effective,  but 
may  cause  abscesses.  Of  the  two  medications,  dia- 
zepam is  preferred.  Intravenous  or  intramuscular 
diphenylhydantoin  or  phenobarbital  are  not 
usually  as  effective  except  in  large  doses. 

Steroids  such  as  dexamethasone,  and  intra- 
( Continued  on  Next  Page) 
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venous  urea  or  mannitol  should  be  used  with  ad- 
vice of  the  neurosurgeon.  If  the  patient  shows 
early  signs  of  diabetes  insipidus  in  the  accident 
room  (this  is  a very  rare  and  usually  ominous 
sign)  only  the  fluids  lost  during  urination  should 
be  replaced  by  saline  solution.  Posterior  pituitary 
hormones  should  not  be  given. 

LOCAL  THERAPY 

Wounds  and  lacerations  should  be  washed  as 
previously  described.  Eyes  with  ecchymosis 
should  be  gently  washed  with  normal  saline  solu- 
tion. If  significant  periorbital  edema  is  present, 
the  eyelids  should  be  opened  to  allow  the  tears  to 
escape  to  prevent  conjunctivitis  and  corneal  abra- 
sions. 

If  cerebrospinal  fluid  or  blood  is  draining  from 
the  ear,  the  external  ear  canal  should  not  be 
cleaned  nor  drops  of  fluids  instilled  in  the  canal 
A sterile  cotton  ball  should  be  applied  to  the  out- 
side to  collect  the  fluid  and  changed  as  needed. 
Bacterial  culture  and  sensitivity  tests  on  the  drain- 
ing fluid  should  be  obtained.  If  there  is  a consid- 
erable degree  of  swelling  of  the  eyes  or  of  the 
face,  an  ice  bag  may  be  beneficial.  Cold  appli- 
cations have  no  effect,  however,  on  intracranial 
structures  or  intracranial  swelling. 

Comatose  patients  should  always  be  handled 
slowly  and  gently,  with  particular  care  to  control 
any  motions  of  the  head  or  neck.  A spinal  cord 
injury,  especially  at  the  cervical  level,  may  be 
very  serious,  in  fact  much  more  serious  than  the 
head  injury,  if  not  recognized. 

SHOCK 

Head  injuries  do  not  cause  surgical  shock.  When- 
ever shock  is  present,  other  organs  and  systems 
must  be  fully  investigated,  such  as  the  spleen, 
pelvis  or  other  bones,  lungs,  liver,  or  other  viscera. 

Multiple  traumata  are  a frequent  occurrence 
in  today’s  accidents.  The  neurosurgeon  when  sum- 
moned to  the  Emergency  Department  may  find  the 
patient  pale  and  cold  with  imperceptible  blood 
pressure  and  thready  pulse.  Many  times  the  origin 
of  the  shock  has  been  ascertained,  but  not  vigor- 
ously treated  because  of  a concomitant  minor  or 
major  head  injury.  Shock  and  shock-producing 
traumatized  organs  must  be  treated  promptly  by 
all  means  including  surgery.  When  patient’s  signs 
are  stable  or  approaching  stability,  the  head  in- 
jury should  then  be  treated  as  indicated. 

The  only  possible  cause  of  shock  related  to  head 
injuries  in  adults  is  a very  severe  hypothalamic 
injury,  which  is  usually  followed  by  death  within 


one  or  two  hours.  In  small  children  shock  will 
follow  a head  injury  only  if  a rather  sizeable 
epidural  or  subdural  hematoma  is  present.  Oc- 
currence of  these  two  types  of  shock  in  head  in- 
jury is  so  rare  that  they  are  of  theoretical  rather 
than  practical  interest. 

The  only  true  neurosurgical  emergency  is  epi- 
dural hematoma.  All  head  injuries,  therefore,  re- 
gardless of  severity  fare  much  better  with  delib- 
erate, accurate,  and  methodical  treatment  rather 
than  by  rash  intervention. 

THE  RESPIRATOR 

In  recent  years  a great  new  mechanical  presence, 
the  respirator,  has  entered  the  scene.  With  it  has 
come  the  hospital  emergency  page  call.  The  res- 
pirator has  been  one  of  the  more  controversial 
mechanical  devices  on  hospital  wards.  Neurosur- 
geons and  other  clinicians  often  do  not  agree  on  its 
application  in  individual  cases.  While  the  res- 
pirator is  one  of  the  most  useful  and  live-saving 
machines  ever  devised,  its  application  has  fre- 
quently gone  beyond  reasonable  expectations. 

A neurosurgical  patient  showing  signs  of  hypoxia 
due  to  poor  ventilation  or  depressed  respiratory 
excursions  will  benefit  from  the  respirator  for  as- 
sistance; but  it  is  utterly  useless  and  unjustified 
to  resuscitate  a patient  in  whom  the  central  func- 
tions have  ceased  (no  spontaneous  respirations, 
fixed  or  dilated  pupils,  no  corneal  reflexes,  soft- 
ening of  the  intraocular  tension,  sludging  in  the 
retinal  arteries,  total  unresponsiveness  and  are- 
flexia,  and,  ultimately,  no  electrical  deflexion  by 
EEC).  It  is  impossible  to  restore  degenerating 
neurons  which  have  been  deprived  of  oxygen  for 
longer  than  three  to  five  minutes.  Neurological 
patients  with  markedly  depressed  or  absent  spon- 
taneous respirations  due  to  severe  drug  toxicity 
may  however  be  candidates  for  the  respirator. 

Before  resuscitating  a post-traumatic  or  other 
neurosurgical  patient  consider  the  medical,  finan- 
cial, and  social  consequences! 
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Bilateral  Hip  Disarticulation  With  Total  Thigh  Flaps 
For  Extensive  Decubitus  Ulcers:  A Case  Report 


Procedure  Successfully  Restored  Patient 
To  A Tolerable  Existence  At  Home 


By  James  O.  Menzoian,  M.D.,  David  L.  Brook, 
M.D.,  Peter  J.  Deckers,  M.D.,  Philip  R.  Elia, 
M.D.,  and  Harold  W.  Harrower,  M.D., 
F.A.C.S. 


The  management  of  the  patient  with  decubitus 
ulcers  presents  a variety  of  problems.  After  the 
etiologic  factors  involved  are  discovered  and  meth- 
ods developed  to  eliminate  them,  the  surgeon  is 
still  faced  with  treatment  and  repair  of  the  exist- 
ing ulcers.  Many  surgical  techniques,  including 
flaps  and  grafting  procedures1-4,  have  been  de- 
veloped to  close  defects  in  skin,  fat,  and  muscle. 
These  reconstructive  efforts  are  often  major  and 
are  frought  with  difficulties  for  any  of  the  follow- 
ing reasons:  the  size  of  the  defects,  concurrent 
wound  infections,  poor  nutrition,  and  protein  im- 
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balance.  There  is  often  a resultant  tendency  to- 
ward poor  healing  and  a predisposition  to  post- 
operative complications  such  as  wound  infection 
and  poor  vascularity  of  the  flap.  Yet,  most  would 
agree  that  vigorous  and  aggressive  treatment  may 
be  rewarding,  since  these  patients  are  often  young 
and  the  underlying  disease  responsible  for  the 
paraplegia  or  quadraplegia  is  usually  benign. 

In  some  patients  decubiti  are  so  extensive  that 
conventional  flap  procedures  are  not  technically 
feasible.  Georgiade  et  al.5  in  1956  described  a pa- 
tient in  whom  excision  of  decubitus  ulcers,  dis- 
articulation of  the  femur,  and  closure  of  the  area 
using  a total  thigh  flap  was  performed.  Royer  et  alB 
present  the  following  indications  for  this  proce- 
dure: (1)  large  trochanteric  ulcers  with  under- 
lying osteomyelitis  of  the  femur  and  pyarthrosis, 
(2)  multiple  decubitis  ulcers  or  recurrent  ulcers 
w’ith  inadequate  adjacent  tissue  for  satisfactory 
flap  coverage,  (3)  ulcers  too  large  to  cover  with 
rotational  flaps.  (4)  multiple  ulcers  associated 
with  severe  contracture  of  the  hip  and  knee  joint, 
and  (5)  ulcers  with  extensive  osteomyelitis  of  the 
pelvis. 

Our  case  is  that  of  a young  man  with  multiple 
sclerosis  who  fulfilled  all  the  above  indications 
for  this  surgical  procedure..  Although  this  pro- 
(Continued  on  Next  Page) 
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cedure  has  been  reported  before5'7,  we  feel  that 
the  merits  of  this  type  of  major  reconstructive 
surgry  require  reemphasis. 

CASE  HISTORY 

M.L.,  a 38-vear-old  male  developed  multiple 
sclerosis  in  1966  and  was  admitted  to  the  Vet- 
erans Administration  Hospital,  Providence,  Rhode 
Island  for  recurrent  urinary  tract  infections  in 
July,  1970.  Cytometrograms  revealed  a neurogenic 
bladder.  Constant  bladder  drainage  was  instituted. 
He  returned  to  the  outpatient  urology  service  fre- 
quently for  treatment  of  repeated  urinary  tract 
infections  and  relief  of  recurrent  obstruction  of  the 
Foley  catheter  with  mucus  and  clumps  of  white 
blood  cells. 

He  was  readmitted  in  October,  1970  for  con- 
sideration for  urinary  tract  diversion.  During  this 
admission  a sacral  decubitis  and  early  superficial 
skin  ulcerations  over  both  greater  trochanters  of 
the  femur  were  noted.  Flexion  contractures  of  the 
hips  and  knees  due  to  spastic  paraparesis  pre- 
sented a difficult  nursing  problem  particularly  in 
turning  and  positioning. 

A bilateral  uretero-ileal  loop  conduit  was  created 
on  10/26/70.  Subseuently  he  was  evaluated  by 
the  orthopedic,  physical  medicine,  and  neuro- 
surgical services.  Phenol  injection  of  the  spinal 
cord  to  convert  the  paraplegia  to  a flaccid  type 
was  considered.  However,  because  the  patient  re- 
tained both  fecal  continence  and  intact  sensation 
of  the  lower  extremities,  it  was  concluded  that 
these  should  not  be  sacrified  at  that  time.  The 


Figure  1 


The  patient  is  in  the  right  lateral  decubitus  posi- 
tion showing  the  decubitus  ulcer  over  the  left  hip 
with  the  head  of  the  femur  exposed.  Note  also  the 
large  sacral  decubitus  posteriorly. 


decubiti  were  debrided  and  cleansed,  and  he  was 
discharged  to  his  home  in  December,  1970. 

The  patient  failed  to  keep  outpatient  follow-up 
appointments  and  was  next  seen  in  April,  1971. 
The  decubiti  at  this  time  had  progressed  consider- 
ably. There  was  a large  sacral  decubitus  approxi- 
mately 15  cm  in  diameter  extending  to  the  pre- 
sacral  fascia  with  marked  cellulitis  at  the  peri- 
phery. There  were  also  decubiti  over  the  greater 
trochanters,  of  both  femurs,  each  approximately 
10  cm  in  diameter,  with  trochanters  visible  in  the 
depths  of  the  wound  (Figure  3).  The  necrotic 
head  of  the  left  femur  had  spontaneously  dislo- 
cated ( Figure  1 ) . Debridement  of  all  wounds  was 
accomplished  with  considerable  difficulty.  Because 
the  patient  had  such  severe  contractures  of  the 
hips  and  knees, positioning  him  for  adequate  de- 
bridement was  difficult.  Postopera  tively  the 
wounds  were  treated  with  daily  debridement  topi- 
cal enzymes,  and  antiseptic  soaks.  A septic  course 
developed  with  daily  temperature  elevations  to 
40°C.  Despite  seemingly  adequate  antibiotic  cov- 
erage and  debridement  the  temperature  elevations 
continued.  Although  positive  blood  cultures  were 
never  obtained,  these  episodes  were  thought  to  rep- 
resent the  effect  of  transient  bacteremias  with  seed- 
ing from  loculated  collections  of  purulent  material 
in  the  depths  of  the  decubiti. 

An  end  sigmoid  colostomy  was  performed  on 
4 5/71  to  divert  the  fecal  stream  and  prevent  re- 
current contamination  of  the  decubiti  from  this 
source.  No  significant  improvement  in  his  septic 


Figure  3 

The  patient  is  in  the  left  lateral  decubitus  position 
in  preparation  for  the  second  operative  procedure. 
Note  the  large  decubitus  over  the  right  greater 
trochanter  and  the  completed  surgery  on  the  left 
side. 
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Figure  2 

At  the  completion  of  the  first  operation  a full  thick- 
ness thigh  flap  following  disarticulation  of  the  left 
hip  is  shown. 

state  or  the  decubiti  was  noted.  Significant  hemor- 
rhage from  the  decubiti  occurred  with  each  dress- 
ing change.  Over  a three  week  period  the  patient 
received  eight  units  of  blood  or  packed  cells  un- 
related to  any  surgical  procedure  except  bedside 
debridement  of  his  wounds. 

His  general  condition  deteriorated  appreciably 
during  the  first  three  weeks  of  hospitalization. 
Appetite  was  poor,  and  there  was  loss  of  a large 
amount  of  muscle  mass  in  spite  of  supplementary 
intravenous  hyperalimentation.  The  septic  febrile 
course  continued  in  spite  of  treatment  at  various 
times  with  gentamycin,  colistin,  ampicillin  and 
kanamvcin.  Further  debridement  was  not  possible 
since  obvious  necrosis  and  infection  were  evident 
down  the  shaft  of  both  femurs,  burrowing  beneath 
the  posterolateral  aspect  of  the  thigh.  The  situa- 
tion was  seemingly  hopeless.  Rotational  flap  pro- 
cedures would  not  serve,  because  there  was  not 
an  adequate  amount  of  uninvolved  skin  available. 
Reluctantly  it  was  decided  that  only  bilateral  hip 
disarticulation  with  full  thickness  flaDs  from  the 
anterior  thigh  swung  posteriorly  might  solve  this 
difficult  problem  and  to  be  life  saving.  This  was 
discussed  with  the  patient  and  his  family,  and 
consent  was  readily  obtained. 

On  4/28/71,  the  patient  underwent  disarticula- 
tion of  the  left  hip  with  subcutane  ius  amputation 
of  the  left  femur  and  rotation  of  the  filetted  leg 
flap  to  the  decubitus  of  the  sacrum  and  left  tro- 
chanter. At  operation  it  was  found  that  there  was 
posterior  dislocation  of  the  left  hip,  dissolution 
of  the  sciatic  nerve  and  all  of  the  external  rotators 
of  the  hip.  and  osteomyelitis  of  the  acetabulum. 
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Figure  4 

This  is  a post-operative  view  of  the  completed  right 

side. 


All  of  the  infected  and  necrotic  areas  were  de- 
brided  prior  to  rotation  of  the  flap. 

The  operation  was  carried  out  with  the  patient 
in  the  right  lateral  decubitus  position.  An  incision 
was  made  along  the  posterior  aspect  of  the  left 
ilium  and  across  the  sacrum  medially  into  the  de- 
cubitus on  the  right  side.  The  incision  was  then 
carried  dowrn  the  posterior  aspect  of  the  femur 
to  just  below  the  knee  joint  and  carried  across  to 
the  lateral  aspect  of  the  knee  joint  and  then  ex- 
tended up  the  lateral  aspect  of  the  femur  joining 
the  start  of  the  incision  just  below  the  left  ilium. 
A circular  incision  was  made  about  the  leg  just 
distal  to  the  knee.  The  popliteal  vessels  and  nerves 
were  divided  and  suture  ligated.  The  quadriceps 
expansion  was  then  incised  beneath  the  anterior 
flap.  This  incision  was  then  carried  completely 
around  the  knee,  and  the  leg  was  disarticulated. 
By  incising  the  markedly  wasted  vastus  lateralis 
and.  ligating  the  perforators,  the  entire  femoral 
bone  was  filleted  from  the  musculocutaneous  flap. 
In  order  to  excise  the  entire  diseased  area  it  was 
necessary  to  transect  the  external  rotators  at  their 
origins.  The  pudendal  nerves  and  vessels  were  iden- 
tified and  retracted  medially.  The  stump  of  the 
sciatic  nerve  was  brought  down,  tied,  and  allowed 
to  retract  within  the  pelvis,  as  was  the  psoas 
muscle.  With  a sabre  saw  the  posterior  aspect  of 
the  capsule  of  the  hip  was  removed  down  to  the 
ilium.  This  incision  was  then  brought  up  super- 
iorly and  around  to  excise  the  gluteus  minimus.  A 
substantial  flap  of  gluteus  medius  which  appeared 
to  be  in  good  condition  was  allowed  to  fall  over 
(Continued  on  Next  Page) 
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Figure  5 

An  A-P  X-ray  of  the  pelvis  five  months  following 
bilateral  disarticulation  is  shown. 


the  raw  surface  of  the  ilium  after  all  grossly  in- 
fected bone,  including  the  acetabulum,  ischial 
tuberosity,  and  posterior  ilial  spine  was  excised 
with  the  sabre  saw.  Bone  was  also  removed  where 
necessary  to  provide  a smooth  bed  for  the  flap. 
The  gluteus  maximus  was  removed  with  the  orig- 
inal specimen.  The  entire  thigh  flap  was  then 
turned  up,  appropriately  tailored,  and  sutured  in 
place  (Figures  2,  4,  and  5).  Catheters  were  in- 
serted through  stab  wounds  for  instillation  of 
penicillin  and  Alevaire®  (Winthrop  Laboratories)8 
and  for  continuous  sump  sunctioning. 

The  patient  tolerated  this  procedure  remarkably 
well.  Great  care  was  taken  to  assure  that  the  irri 
gating  and  suction  catheters  were  patent  and 
functional  at  all  times.  Other  than  a minor  wound 
infection  with  minimal  drainage  at  the  site  of  one 
of  the  catheters,  the  patient's  postoperative  course 
was  uneventful.  Approximately  three  weeks  later 
a similar  procedure  was  carried  out  on  the  right 
side.  Again  the  postoperative  course  was  smooth. 
The  flaps  healed  well.  Appetite  improved,  and  he 
remained  afebrile. 

It  was  now  possible  for  the  patient  to  roll  from 
side  to  side  with  the  aid  of  a trapeze  on  his  bed 
and  to  sit  up  in  a chair.  He  was  discharged  to  his 
home  approximately  one  month  after  the  second 
operative  procedure. 

Seven  months  following  surgery  the  wounds 
were  well  healed  with  no  evidence  of  compromised 
vascularity  of  the  flaps  or  of  wound  infection. 
There  is  a small  superficial  skin  erosion  on  the 
left  side  at  the  site  of  one  of  the  irrigating  cathe- 
ters. 


DISCUSSION 

The  decision  to  undertake  an  operative  proce- 
dure of  such  magnitude  is  difficult.  Radical  sur- 
gery of  this  type  is  usually  reserved  for  malignant 
disease.  While  this  condition  is  not  “malignant" 
in  the  usual  sense  of  the  word,  the  patient  had 
sepsis  impossible  to  control,  wounds  impossible  to 
close  using  conventional  techniques,  muscle  wast- 
ing, and  inanition  all  directly  related  to  the 
disease. 

We  were  influenced  by  previous  reported  experi- 
ence with  this  procedure.  Royer6  described  41 
total  thigh  flap  procedures  upon  228  paraplegics. 
Thirteen  (40.4  per  cent)  required  bilateral  total 
thigh  flaps  and  15  a unilateral  procedure.  The 
most  frequent  postoperative  complications  were 
hemorrhage  (6/41),  wound  infection  (6/41), 
wound  dehiscience  (3/41),  and  sinus  tract  (9/41) 
at  the  site  of  irrigating  and  drainage  catheters. 
There  were  no  operative  mortalities.  After  an  aver- 
age follow-up  of  5.33  years  5 of  15  cases  with  a 
unilateral  procedure  are  living  without  recurrent 
ulcers,  while  4 are  living  with  recurrent  ulcers. 
Of  the  13  with  bilateral  procedures,  4 are  living 
after  an  average  follow-up  of  5.33  years  without 
recurrent  ulcers  while  4 are  living  with  recurrent 
ulcers  after  an  average  8.9  years  following  sur- 
gery. 

We  feel  that  the  technique  of  closed  irrigation 
with  penicillin  and  Alevaire®  and  constant  sump 
suctioning  greatly  enhanced  the  wound  healing 
and  prevented  wound  infection.  It  is  recommended 
that  the  use  of  closed  continous  circulation  of  a 
solution  containing  antibiotics  and  detergent  is  of 
great  importance  in  this  type  of  surgery  in  the 
presence  of  obvious  infection.  The  detergent  in- 
hibits or  prevents  the  formation  of  penicillinase, 
so  that  the  penicillin  used  with  the  detergent  be- 
comes effective  against  resistant  bacterial  strains. 
The  detergent  is  also  a mucolytic  wetting  agent 
and  aids  in  breaking  up  pus  and  necrotic  tissue, 
thereby  enhancing  the  effectiveness  of  the  anti- 
biotic8. 

What  about  the  patients  who  have  undergone 
such  treatment?  What  are  their  thoughts  before 
and  after  surgery?  Our  patient  was  an  intelligent 
man  with  a wife  and  three  children.  He  felt  that 
he  had  become  an  intolerable  burden  to  his  family, 
especially  most  recently  with  the  gradual  but  pro- 
gressive development  of  severe  leg  contractures 
and  decubiti.  He  was  no  longer  able  to  turn  him- 
self in  bed  and  had  to  rely  on  his  wife  to  turn 
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Figure  6 

The  patient  five  months  following  surgery.  Note  the 
ilenl  loop  in  the  right  lower  quadrant  and  the  end 
sigmoid  colostomy  in  the  left  lower  quadrant. 

and  position  him.  He  could  no  longer  sit  at  the 
dinner  table  with  the  family.  As  his  leg  contrac- 
tures became  more  severe  and  the  decubiti 
worsened,  he  felt  that  his  young  children  were  be- 
coming increasingly  fearful  of  his  appearance  and 
odor  and  tended  to  avoid  entering  his  room.  Chase 
and  White'  discuss  the  needs  of  a paraplegic  and 
how  bilateral  amputation  can  and  cannot  be  of 
value  in  fulfilling  these  needs.  Patients  may  ex- 
perience greater  maneuverability  following  sur- 
gery. The  contracted  paralyzed  legs  once  removed 
allow  the  patient  10  roll  from  side  to  side  in  bed 
and  to  sit  up  in  a chair.  The  patient  can  move 
his  body  more  easily  due  to  the  reduction  in  his 
total  body  weight  with  less  strain  on  his  arms. 
Most  patients  felt  that  the  absence  of  their  legs 
was  more  desirable  cosmetically  than  the  paralyzed 
contracted  legs.  Some  patients  had  prosthesis  de- 
signed to  fit  their  wheel  chairs,  which  while  not 
of  course  functional  benefitted  them  ‘‘psycho- 
logically.” 

Most  patients  felt  socially  more  acceptable, 
s' nee  the  stigma  of  the  disfiguring  contracted  legs 
with  episodic  uncontrollable  spasms  and  the  foul 
smell  of  the  multiple  decubiti  had  been  removed. 
Tn  retrospect,  we  do  not  feel  that  our  patient 
would  have  survived  without  operative  interven- 
tion, and  that  no  lesser  procedure  would  have 
given  such  favorable  results.  Following  recovery 
from  the  surgery  the  patient  was  discharged  to  his 
home.  Six  months  later  (Figure  6)  he  is  able  to 
care  for  himself  to  a considerable  degree.  He  can 
now  roll  from  side  to  side  in  bed,  and  once  helped 


into  a chair  can  sit  for  a fair  period  of  time.  He 
is  also  able  to  care  for  his  ileal  loop  and  colostomy. 
He  can  now  sit  at  the  dinner  table  with  his  fam- 
ily and  can  leave  his  bed  in  a wheel  chair  to  help 
his  wife  in  looking  after  the  children.  The  patient 
feels  that  he  once  again  can  contribute  to  his  wife 
and  children  as  a functional  member  of  the  family. 

SUMMARY 

A 38-year-old  male  with  multiple  sclerosis  of 
five  years’  duration  presented  with  bilateral  flexion 
contractures  of  the  knees  and  hips  and  severe  mul- 
tiple large  decubiti  over  the  sacrum  and  both  fe- 
moral greater  trochanters.  Due  to  rapidly  pro- 
gressive sepsis,  inanition,  and  severe  ulceration 
bilateral  hip  disarticulation  with  total  thigh  flap 
closure  of  the  defects  was  carried  out.  The  proce- 
dure was  successful  in  restoring  the  patient  to  a 
tolerable  existence  at  home. 
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Editorials 


ASIA  GOIDLINES 

At  the  recent  AMA  meeting  in  San  Francisco, 
the  House  of  Delegates  adopted  the  following  re- 
port from  the  AMA  Council  on  Medical  Service: 

“From  the  increased  awareness  of  the  need  for 
effective  peer  review  mechanisms  which  has  been 
evident  during  the  past  few  years,  a discussion  has 
emerged  concerning  the  possible  development  of 
certain  national  standards  of  clinical  medicine. 
Medical  specialty  organizations  in  particular  have 
been  active  in  exploring  the  implications  of  such 
national  clinical  criteria  for  use  in  peer  evaluation 
of  medical  services  rendered. 

The  Council  on  Medical  Service  has  long  recog- 
nized the  difficulties  inherent  in  any  attempt  to 
implement  national  clinical  standards.  Local  cir- 
cumstances which  affect  methods  of  clinical  prac- 
tice vary  widely  and  must  be  fully  considered  in 
assessing  the  appropriateness  of  medical  care.  Some 
of  these  variations  are: 

1)  The  health  resources  available  in  a com- 
munity both  in  terms  of  manpower  and 
facilities. 

2)  The  relationship  of  the  health  resources  and 
the  population  to  be  served. 

3)  The  character  of  the  populace;  e.g.,  educa- 

MEMBERSHIP 

The  AMA  through  bylaw  changes  and  other  ac- 
tions has  done  much  to  encourage  membership 
recruitment  and  new  interest  at  all  levels.  Only 
the  AMA  represents  all  doctors.  It  has  been  criti- 
cized as  being  too  liberal  by  conservatives,  and 
too  conservative  by  liberals.  It  has  been  character- 
ized as  representing  the  interests  of  general  prac- 
titioners by  specialists,  and  of  specialists  by  gen- 
eral practitioners.  The  young  have  found  fault 
with  what  many  feel  is  its  aging  hierarchy.  All  of 
these  criticisms  and  many  others  have  some  ele- 
ment of  the  truth  in  them.  But  a middle  road 
must  in  the  end  be  the  path  of  service  to  the  pub- 
lic and  to  the  profession. 

Recently  the  AMA  has  taken  measures  to  make 
possible  and  encourage  membership  by  medical 
students,  interns,  and  residents.  The  national  or- 
ganization has  greatly  strengthened  its  ties  with 
the  specialty  groups  by  the  formation  of  an  inter- 
specialty council.  It  has  broadened  its  participa- 
tion in  accreditating  of  education  at  all  levels 
and  of  facilities  for  extended  as  well  as  acute  care. 


)R  PEER  REVIEW 

tional  levels,  and  indentifiable  sub-cultures. 

4)  Environmental  effects  on  the  patterns  of 
disease. 

5)  Basic  nutrition  levels. 

6)  Available  financing  support. 

It  has  been  the  policy  of  AMA  that  there  should 
be  local  control  of  peer  judgements  and  establish- 
ment of  guiding  principles  for  the  reasons  noted 
above. 

It  is  recognized  and  urged  by  the  Council  on 
Medical  Service  that,  in  every  instance,  a peer 
review  committee  structure  should  include,  either 
by  membership  or  in  a consulting  capacity,  mem- 
bers of  suitable  specialty  societies.  It  is  also  under- 
stood that  national  medical  specialty  societies, 
both  individually  and  collectively,  and  in  coopera- 
tion with  the  American  Medical  Association,  should 
assist  all  concerned  parties  in  establishing  basic 
ideals  and  principles.  But  it  is  necessary  that  the 
primary  responsibility  both  for  establishing  stan- 
dards and  methodology  and  for  their  implementa- 
tion, must  rest  at  the  local  level  — by  whatever 
unit  or  group  of  units  is  determined  to  be  prac- 
tical.” 

These  programs  are  currently  under  active  de- 
velopment in  Rhode  Island. 

CAMPAIGN 

Several  state  societies  have  shown  an  interest 
in  the  formation  of  interspecialty  committees  pat- 
terned after  the  national  one,  and  one,  notably 
Pennsylvania,  has  already  formed  such  a group. 
This  is  worthy  of  exploration  in  Rhode  Island. 

Every  effort  should  be  made  to  attract  to  mem- 
bership medical  students  in  the  new  Brown  Uni- 
versity program  and  interns  and  residents  in  the 
teaching  hospitals.  Members  of  the  academic  com- 
munity who  have  not  yet  done  so  should  be  en- 
couraged to  join  the  Medical  Society.  Unified 
membership  in  the  local,  state,  and  national  so- 
cieties was  recently  reconfirmed  in  California.  This 
concept  may  profitably  be  reexamined  in  Rhode 
Island.  Receptions  and  social  gatherings  should 
be  planned  to  interest  students,  house  officers,  and 
other  prospects  in  membership.  Proselytizing  and 
some  dignified  salesmanship  pointing  out  the  role 
of  organized  medicine  in  furthering  the  general 
welfare  and  the  good  of  the  profession  are  quite 
in  order. 

These  are  endeavors  which  should  be  pursued 
vigorously  and  in  which  all  should  participate. 

& 
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If  you  ve 
, seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent  ^ge  previously  normal  mensesi 

typical  clinical  situations,  but  do  not  occasional  menorrhagia.  Now 

necessarily  represent  actual  cases.  on  a seQuontial  0 C.  for  four  month 

Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 
Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg  -estrogen  O.C.  < 
(such  as  Demulen*). 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg  - 
estrogen  combination  (such  as 
Enovid-E*  or  a sequential). 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen*). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C.  (such  as  Enovid-E*). 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 


spectrum. 


ge  25,  tall,  slender,  athletic, 
ith  flat  chest.  On  a progestogen- 
ominant  50-mcg. -estrogen  0 C. 
as  recurrent  trichomoniasis 
id  Monilia. 

Indicates  estrogen  deficiency  and 
<cess  of  progestogen  in  current  O.C. 

1st  choice:  Switch  to  a com- 
mation  pill  with  100  meg 
strogen  and  less  progestational 
ctivity  (such  as  Enovid-E*  or 
vulen*  or  a sequential). 

/ 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg. - 
estrogen  pill  for  four  months 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice  Switch  to  a center- 
spectrum  O.C  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ) 


Age  21,  college  senior,  average 
build  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess 

1st  choice:  Switch  to  a center- 


spectrum  pill  (such  as  Ovulen 


Age  27,  slightly  overweight, 
multiparous  Nausea  with  all  three 
pregnancies  and  with  a sequential 
0 C.  three  years  ago  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen 

1st  choice  A 50  meg. -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen  ). 
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Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  i 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 

I „ "“I  Productsof  SEARLE  & CO. 

I J San  Jbuan,  Puerto  Rico  00936 

9 1 ^ H,  a moderately 

l-HKtSYKji I— i estrogen-dominant  O.C. 

CillUVlCI  C for  some 


Each  tablet  contains  norethynodrel  2. 5 mg./  mestranol  0.1  mg. 


searle  Product  of  Searle  Laboratories  Division 

ora  brief  summary  G.D.  SEARLE  & CO. 

prescribing  information,  P-O.  Box  5110,  Chicago,  Illinois  60680 
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a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 


Ovulen 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg/mestranol  0 1 mg. 


Demulen 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg/ethmyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28*and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibiomyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible  j 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist ! 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  eg.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice,  " 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives, hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J,  Coll  Gen.  Pract.  13267-279  (May)  1967, 

2.  Inman,  W.  H W , and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med  J 2:193-199  (April  27)  1968  3.  Vessey,  M.  P and  Doll,  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic  i 
Disease.  A Further  Report,  Brit.  Med.  J 2651-657  (June  14)  1969  4.  Sartwell. 

P.  E , Masi,  A T;  Arthes,  F.  G.,  Greene,  G R , and  Smith,  H.  E Thromboem- 
bolism and  Oral  Contraceptives,  An  Epidemiologic  Case-Control  Study,  Amer. 

J Epidem.  90365- 380 (Nov.)  1969 
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Enovid-E’ 

norethynodrel  25  mg  /mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH), 
Indication -Enovid-E  is  indicated  for  oral  contraception 
The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.  SEARLE  & CO. 

P.O.  Box  51 10,  Chicago,  Illinois  60680 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  M.D. 


At  left,  a painful,  red  swelling,  with  pus  oozing  hole  in  the  center,  of  a few  weeks  duration. 
At  right,  an  indolent  tumor,  hard  and  crusty.  Duration,  years. 
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THE  NINTH  ANNUAL 

MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 


Roger  Williams  General  Hospital 
Wednesday,  November  8,  1972 

“drug  Mfitahulism  and  Thnrafiy  in  Infancy  and  Childhnnd  ’ 

Perspectives  in  Pediatric  Pharmacology 


MODERATOR  — DR.  LEO  STERN 

Director,  Department  of  Newborn  Medicine,  the 
Montreal  Children’s  Hospital;  Associate  Pro- 
fessor of  Pediatrics,  McGill  University,  Mont- 
real. 


Morning  Session 
11  A.M.  to  1 P.M. 

No.  1 Drug  Disposition  in  the  Fetus  and  New- 
born Infant 

SUMNER  YAFFE,  M.D. 

Professor  of  Pediatrics;  Adjunct  Professor  of 
Biochemical  Pharmacology,  State  University  of 
New  York  at  Buffalo;  Director,  Clinical  Re- 
search Center;  Director,  Poison  Control  Center, 
Children’s  Hospital,  Buffalo. 

No.  2 Convulsive  Disorders  in  Infants  and  Chil- 
dren — Diagnosis  and  Treatment 

ARNOLD  P.  GOLD,  M.D. 

Associate  Professor  of  Neurology  and  Pediatrics, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York. 


Afternoon  Session 
2 P.M.  to  4 P.M. 

No.  1 Hemophilus  and  Influenzal  Disease  — 
Drug  Therapy  and  Prospects  of  a Vaccine 
GEORGES  PETER,  M.D. 

Assistant  Professor  of  Medical  Science,  Brown 
University;  Department  of  Pediatrics,  Depart- 
ment of  Medicine,  Division  of  Infectious  Dis- 
eases, Roger  Williams  General  Hospital,  Provi- 
dence. 

No.  2 The  Curability  of  Childhood  Leukemia  by 
Chemotherapy  — Present  and  future 
JOSEPH  V.  SIMONE,  M.D. 

Chief  of  Hematology,  St.  Jude  Children’s  Re- 
search Hospital,  Memphis. 


Luncheon  — Hospital  Cafeteria  1 p.m.  to  2 p.m. 


(Ethnic  Medicine) 

Racial  Variations  in  Leukemia  Incidence  Among 
in  Elderly  — Negro  vs.  White 

An  analysis  of  age-specific  incidence  of  leukemia 
in  a racially  mixed  urban  population  showed  a 
striking  reduction  in  the  over-all  leukemia  inci- 
dence in  Negroes  more  than  70  years  of  age  when 
compared  with  whites  of  the  same  age  group. 
Over-all.  leukemia  incidence  in  whites  was  8.4/ 
100,000/year  while  in  Negroes  it  was  5.1/100,000/ 
year.  Rates  for  whites  and  nonwhites  were  ap- 
proximately equal  when  patients  were  less  than 
70  years  of  age.  When  patients  were  more  than 
70  years  of  age  rates  in  whites  continued  to  in- 
crease, whereas  rates  in  Negroes  leveled  off  and 
decreased.  This  was  true  for  all  types  of  leukemia. 
At  age  80,  the  sex-adjusted  rates  showed  15  deaths 
per  100,000  in  the  Negro  population  and  42  deaths 
per  100,000  in  whites.  The  cause  of  the  discrep- 
ancy is  not  clear. 

. . . McPhedran  P,  Heath  CWJ,  and  Garcia 
JS:  J Nat  Cancer  Inst  4:25,  1970. 

* * * 

Prevalence  of  Adrenal  Cortical  Hyperplasia  at 
Autopsy  and  Associated  Hypertension 
Greater  Among  Negroes 

There  were  180  instances  of  adrenal  gland  cor- 
tical hyperplasia  alone  among  the  35,000  autopsies 
or  0-51  per  cent  performed  between  1889  and  1966. 
The  total  prevalence  of  adrenal  gland  cortical  hy- 
perplasia at  autopsy  was  found  to  increase  with 
age  and  to  be  more  prevalent  in  Negro  males  than 
in  any  other  race  or  sex  group.  There  was  a highly 
significant  increase  of  all  forms  of  hypertension 
in  the  patients  when  they  were  compared  with 
carefully  matched  control  patients  with  the  ma- 
jority being  males.  An  excess  of  essential  hyper- 


Ophthalmology Equipment  For  Sale 

Dr.  James  H.  Cox,  628  Mt.  Pleasant  Ave.,  who 
is  retiring  from  practice,  has  the  following  articles 
for  sale: 

American  Optical  Phoropter  with  Chair  and 
Stand;  Projecto  Chart;  American  Optical  Lenso- 
meter;  Bausch  & Lamb  Poser  Slit  Lamp;  Lens 
Cabinet  with  set  of  Lenses  and  Case;  a Trial 
Frame;  Ortholite;  Tangent  Screen  plus  Lamps 
and  Head  Rest  Table;  6 Stools;  Keeler  Ophthalmo- 
scope; Cabinets;  Instrument  Cabinet;  Treatment 
Cabinet;  Upright  Ritter  Sterilizer;  2 Waste  Re- 
cepticals;  1 Regular  Desk;  1 Typewriter  Desk; 
4 Section  Bookcase. 


tension  significant  at  the  5 per  cent  probability 
level  was  found  in  the  total  series.  Seven  docu- 
mented instances  of  Cushing’s  syndrome  were 
found,  while  none  were  found  in  the  control  group. 
The  excess  of  essential  and  essential-accelerated 
hypertension  among  the  patients  could  not  be  ac- 
counted for  by  the  presence  of  nonbasophilic  pitu- 
itary gland  adenomas,  concomitant  renal  disease, 
carcinomatosis,  or  the  use  of  benzothiadiazine 
diuretics. 

. . . Russell  P,  and  Masi  AT:  .Ann  Int  Med 
73:195,  1970. 

* * 

Prevalence  of  Carcinoma  of  Esophagus  Varies 
With  Geographical  Locations 

Prevalence  of  carcinoma  of  the  esophagus  is 
disparate  throughout  the  world.  Some  populations 
such  as  those  in  Transkei,  Curacao,  Honan 
(China),  and  elsewhere  have  an  extremely  high 
incidence,  whereas  others,  such  as  American  In- 
dians and  Congolese,  rarely  have  the  disease-  Cer- 
tain differences  are  noted  in  the  distribution  of 
the  disease  when  various  areas  are  compared-  For 
example,  the  sex  ratio  in  Houston  (seven  males/ 
three  females)  is  different  from  that  in  the  popu- 
lation of  Johannesburg’s  hospitals  (nine  males/one 
female).  Occasionally  one  can  determine  the  reason 
for  differences.  One  factor  in  Jonhannesburg  was 
the  presence  of  Bantu  men  with  high  risk  who  go 
to  work  in  the  mines,  whereas  the  wives  tend  to 
remain  at  home.  Examination  of  the  clinical  patho- 
logic process  itself,  however,  suggests  it  is  essen- 
tially the  same  wherever  it  appears,  and  cases 
from  different  geographic  areas  have  more  similar 
characteristics  than  ones  that  are  different. 

. . . Burdette  W J:  Ann  Surg  173:  714,  May 

1971 
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DERMAQUIZ  ANSWER 

(See  Page  257) 

Left,  a carbuncle. 

Right,  a squamous  cell  carcinoma. 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  From  Page  244) 
another  institution  of  similar  dimension  that  would 
compete  with  or  disrupt  ongoing  programs.” 

Basically  the  proposal  stems  from  recommenda- 
tions of  the  Manpower  Task  Force,  Governor’s 
Conference  on  Health  Care  Costs. 

Rhode  Island,  like  other  states,  has  experienced 
a relatively  unplanned  growth  of  medical  facilities 
and  training  programs.  It  is  presumed  that  one 
of  the  acute  problems  is  the  shortage  of  health 
manpower  at  all  levels. 

Currently  an  M.D.  degree  program  at  Brown 
University  is  under  final  consideration.  Oppor- 
tunities for  nursing  education  have  been  improved 
by  the  growth  of  the  associate  degree  program  at 
R.  I.  Junior  College,  the  introduction  of  the  bac- 
calaureate degree  program  at  Rhode  Island  Col- 
lege, and  the  expansion  of  the  already  established 
URI  program  in  nursing  to  include  a curriculum 
leading  to  a Master’s  Degree.  The  College  of 
Pharmacy  at  URI  has,  since  1957,  become  one 
of  the  strongest  health  science  undergraduate  and 
graduate  programs  in  the  nation. 

The  public  institutions  of  the  state  have  a total 
of  18  allied  health  manpower  education  programs, 
and  the  private  institutions,  such  as  Brown  Uni- 
versity, Providence  College  and  Salve  Regina  Col- 


lege, have  five  undergraduate  health  science  edu- 
cation programs.  About  five  allied  health  training 
programs  are  in  operation  through  the  Office  of 
Vocational  Education,  at  secondary  schools  in 
different  parts  of  the  state.  Two  more  are  to  be 
implemented  by  1972. 

It  is  difficult  to  estimate  how  many  more  health 
manpower  training  programs  are  in  existence,  as 
many  are  carried  out  informally,  and  are  not  pub- 
licized, such  as  hospital  programs  training  inhala- 
tion therapists,  x-ray  technicians,  nursing  aides, 
etc. 

Thus  the  Health  Science  Education  Center  is 
sought  to  coordinate  the  preparation  of  health 
manpower,  whether  this  training  occurs  in  uni- 
versities, colleges,  schools,  hospitals,  or  health 
centers.  With  key  health  science  educators  and 
health  service  providers  as  advisors,  all  selected 
from  public  and  private  health  care  institutions 
of  the  state,  the  Center  hopes  to  make  recom- 
mendations on  issues  of  curriculum,  manpower 
usage  and  licensure,  and  financial  support  as  well 
on  all  planning  for  new  manpower  training  pro- 
grams. In  addition,  it  aspires  to  provide  direct 
assistance  and  advice  to  those  planning  specific 
training  programs. 

As  the  study  committee  noted  in  its  report, 
(Continued  on  Next  Page) 
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“the  solution  is  more  complex  than  increasing  the 
number  of  trained  health  manpower:  We  must 
train  correct  categories  and  numbers  of  manpower 
in  a high  quality  and  efficient  manner  which  is 
fair  to  the  trainee  and  to  the  society  he  will 
serve.  And  such  training  of  necessity  must  occur 
in  close  coordination  with  all  other  manpower  pro- 
grams.’’ 

The  Center  has  indicated  that  it  would  co- 
operate with  other  agencies  in  working  towards 
a moratorium  on  state  licensure  of  any  additional 
health  occupations  to  permit  time  for  study  of 
alternatives  to  the  present  licensing  system  which 
would  assure  minimum  standards  of  quality  while 
allowing  innovations  in  manpower  development. 

Resume  prepared  by 
John  E.  Farrell 

R.  I.  Medical  Society 
Executive  Secretary, 

* * * 

HIGHWAY  SAFETY  COMMITTEE 

It  was  noted  at  a meeting  of  the  Committee 
held  on  November  8,  1971  that  the  drive  to  reduce 
the  blood  alcohol  level  from  0.1  to  0.08  per  cent 
at  which  a person  would  be  presumed  to  be  under 
the  influence  of  intoxicating  liquor  had  been  un- 
successful, but  that  efforts  would  still  be  continued 
in  that  direction,  and  further  work  in  driver  edu- 
cation and  driver  training  would  be  urged. 

It  was  felt  that  more  effort  should  be  placed 

PRIVATE  PRACTICES 

$40,000  minimum  collections  guaranteed 
first  year,  payable  monthly.  Not  a loan. 
Need  general  practitioners,  internists, 
OB/GYNs,  anesthesiologists,  and  ortho- 
pedists in  many  states.  Practices  available 
for  1972-73-74.  Not  an  employment 
agency.  No  cost  to  physician  to  investi- 
gate practice.  Write  or  call  Sanford  Smith, 
Director  of  Physician  Planning,  Hospital 
Affiliates,  Incorporated,  P.O.  Box  9836, 
Houston,  Texas  77015.  713/453-6324. 


in  education  for  better  roads,  better  cars  and 
better  use  of  present  safety  facilities.  Well  docu- 
mented studies  reveal  that  fatalities  are  much  less 
per  mile  travelled  on  divided  highways,  and  that 
we  should  be  on  record  as  being  against  roads 
which  carry  large  amounts  of  traffic  being  un- 
divided. 

Other  studies  have  been  shown  that  40  per  cent 
of  fatalities  could  be  saved  if  seat  belts  were  worn. 
A bill  will  be  introduced  into  the  Rhode  Island 
legislature  this  year  by  Representative  Bernard 
Gladstone,  making  the  wearing  of  seat  belts  man- 
datory. If  nothing  else,  it  should  at  least  cause 
a discussion.  Another  bill  is  being  introduced  re- 
quiring the  state  police  and  registry  of  motor  ve- 
hicles to  note  in  crashes  whether  seat  belts  were 
worn  or  not,  and  these  statistics  published.  Statis- 
tics on  ejection  rates  would  also  be  noted  and 
published. 

Efforts  are  also  made  with  the  local  newspaper 
to  get  continuing  education  on  techniques  of  driv- 
ing, use  of  flares  and  other  safety  hints. 

Respeotfully  submitted: 

Thomas  C.  McOsker,  m.d. 

Chairman 

* * * 

DISASTER  COMMITTEE 

The  Disaster  Committee  maintained  its  close 
association  with  the  Rhode  Island  Department  of 
Health  and  the  Rhode  Island  Junior  College  in 
planning  second  semester  courses  on  “Rescue 
Practices  and  Emergency  Aid”  in  Providence  and 
at  the  South  County  Hospital.  The  total  enroll- 
ment for  the  two  courses  is  128  students.  This 
total  includes  36  at  South  County  and  92  at  the 
Junior  College  in  Providence. 

Respectfully  submitted: 

Robert  L.  Conrad,  m.d. 

Chairman 

* * * 

LIBRARY  COMMITTEE 

Only  one  meeting  of  the  Library  Committee  was 
held  this  year,  on  February  16,  1972.  Doctor 
Thomas  Perry,  appointed  when  Doctor  Calder 
resigned  because  of  ill  health,  presided  as  Chair- 
man. 

A letter  from  Doctor  Calder,  stating  that  he 
regretted  not  being  able  to  attend  the  meeting 
but  had  studied  the  book  list,  was  read  by  Doctor 
Perry.  The  members  suggested  that  the  Librarian 
write  to  him  expressing  their  appreciation  for  his 
devoted  interest  in  the  Library. 

The  Chairman  announced  that  Miss  Marie  V. 
Patrucco,  the  Assistant  Librarian,  was  leaving  and 
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that  the  Librar.an  was  nterviewing  a replacement. 

There  was  a discussion  of  Library  finances,  and 
a consideration  of  books  for  purchase.  The  meet- 
ing adjourned  after  the  members  paid  a visit  to 
the  Helen  Dejong  Rare  Book  Room  which  has 
been  completed.  The  books  are  being  moved  in 
gradually  but  it  will  be  a process  that  will  take 
a long  time. 

The  report  of  Library  activities  by  the  Li- 
brarian follows: 

Respectfully  submitted: 

Thomas  Perry,  Jr.,  m.d. 

Chairman 
* * * 

LIBRARIAN'S  REPORT 

Comes  annual  report  time  and  the  urge  to  pre- 
dict, to  make  judgments,  and  to  indicate  trends 
becomes  almost  irresistible.  But  prophecy 
doesn't  seem  to  work  out  in  this  extremely  fluid 
world  . . . about  the  time  you  say  that  life  is 
Instant  Information  and  is  run  by  the  copy  ma- 
rh'nc.  Chere  is  a sudden  interest  in  medical  history 
and  in  the  original  articles  in  our  older  periodicals. 
Technology  and  the  Eook,  after  furious  verbal 
battle,  seem  to  have  become  partners  instead  of 
opponents.  So  we'll  forego  words  of  wisdom  and 
just  give  an  accounting. 

During  the  11  month  period,  March  13,  1971- 
February  18,  1972,  we  helped  2,006  readers  (777 
physicians;  1229  laymen)  and  sent  out  xeroxed 
copies  of  1,331  articles  to  our  invisible  patrons. 
In  add  tion  to  the  photocopies,  we  loaned  1,312 
item;  (journals,  books,  photos,  pamphlets).  Mate- 
rial was  sent  to  other  states  and  to  France,  Italy, 
and  the  Netherlands.  Our  requests  to  other  insti- 
tutions amounted  to  178  items. 

We  added  643  textbooks  and  bound  volumes 
to  the  collection  through  gift,  purchase,  binding, 
and  exchange.  Through  the  Medical  Library  Asso- 
ciation Exchange,  wo  received  210  single  journals 
(9  completing  volumes)  and  1 book.  We  gave 
through  ’the  Exchange  692  journals,  84  bound 
volumes,  and  2 pamphlets  — a project  of  weeks 
of  sorting,  packaging,  mailing.  To  local  libraries 
we  gavo  536  duplicate  journals,  25  pamphlets,  and 
5 bocks. 

We  made  181  bibliographic  searches  and  several 
searches  that  could  not  be  found  through  our 
indexes.  The  most  fascinating  was  the  unsuccessful 
attempt  to  find  the  name  of  the  physician  of  St. 
Louis  who  invented  peanut  butter.  My  colleague 
at  th~:  St.  Louis  Medical  Society,  Mrs.  Nylene 
Smith,  and  I have  both  determined  that  someday, 
somehow  we  ll  find  the  illusive  doctor  . . . thus 


satisfying  us,  the  city  of  St.  Louis,  the  Peanut 
Institute,  and  Garry  Byrnes,  who  instigated  the 
search. 

The  Library  is  receiving  505  serials  and  peri- 
odicals, many  of  which  are  exchanged  from  our 
own  Rhode  Island  Medical  Journal.  Our  micro- 
filming and  binding  project,  financed  for  the  past 
four  years  by  a Medical  Library  Resource  rant, 
has  helped  in  our  space  problem.  We  are  in  the 
process  of  filing  for  our  fifth  (and  final)  Continua- 
tion Grant. 

This  was  a good  meeting  year.  The  Medical 
Library  Association  met  in  New  York,  close 
enough  to  home  for  us  to  attend  several  sessions. 
In  addition  to  the  information  gained  from  the 
papers,  the  opportunity  to  talk  with  other  li- 
brarians from  all  over  the  world  was  invaluable. 
The  New  England  Medical  Library  Association 
held  forth  at  Yale  in  September  and  was  extremely 
worthwhile  in  its  consideration  of  practical  library 
problems  and  the  exciting  developments  in  com- 
puterized information  retrieval.  Again  there  were 
interesting  people  to  meet  and  a chance  to  see 
the  magical  Beinecke  Library  again. 

Among  the  year's  pleasant  events  was  the  chance 
to  serve  as  professor  pro-tem  for  the  Brown  Medi- 
cal History  Class  while  Doctors  Beck  and  Erikson 
were  away.  The  students  came  to  our  Library  on 
a field  trip  and  gave  the  Librarian  a chance  to 
(Continued  on  Next  Page) 


AD  VALOREM  . . . 

According  to  its  value, 

Is  the  basis  for  supporting  your  R.I.M.S.  officially 
sponsored  disability  income  plans: 

• Early  Benefits  If  You  Wish 

• Lifetime  Accident  Indemnity 

• Sickness  Coverage  To  Age  65 

• Additional  Protection  To  Age  70 

• Special  Options  To  Age  75 

And  . . . you're  not  paying  for  someone  else's 
problems! 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 
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CEDAR  CREST 
NURSING  CENTRE 

125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


l jew  (England J / leuiest  an  d West 

nu,  •n  dtrrnroved  (extended  (dare 

Da  ci  (ity 

Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 

SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  — Call  944-8500 


boast  about  our  historical  and  Davenport  collec- 
tions. 

We  said  goodbye  with  regret  to  Miss  Patrucco 
who  has  served  so  excellently  as  Assistant  Li- 
brarian for  two  years  and  welcomed  Miss  Conni 
Simpson  who  has  joined  us. 

Last  but  not  least,  we  have  had  many  gifts: 
Mary  Farrell  (Mrs.  John  E.)  made  gold  vinyl 
covers  for  the  flags  in  the  auditorium  to  protect 
them  from  the  ever  present  dust  and  soot. 

Gifts  of  journals,  textbooks,  photographs,  and 
other  memorabilia  were  received  from:  Doctors 
Beck,  Calder,  Chafee,  Chapian,  Louis  Corvese, 
Cunningham,  Deery,  Goldowsky,  Gorfine,  Russell 
Hager.  Hamlin,  Happ,  Horwitz,  Jean  Maynard, 
Ronchese,  Sexton,  Strom,  and  Suh;  from  the  es- 
tates of  Doctors  Benjamin,  Cameron,  Davis,  Hut- 
chinson, Lewis  Porter,  and  Harold  Williams;  and 
from  Friends  of  the  Library,  John  Farrell,  Miss 
Frances  V.  Heltzen,  Miss  Anne  McKivergan,  Mr. 
Charles  A.  Warren,  Mr.  Everitt  Whytock,  and 
Mrs.  Dejong.  Also,  from  the  American  College 
of  Surgeons,  American  Medical  Association,  Amer- 
ican Social  Health  Association,  American  Society 
of  Clinical  Pathologists,  Association  of  Life  In- 
surance Medical  Directors,  Bergler  Psychiatric 
Foundation,  Ciba  Pharmaceutical  Company,  Con- 
necticut Department  of  Health,  Council  of  To- 
bacco Research,  Dreyfust  Medical  Foundation, 
Franklin  Square  Subscription  Agency,  Group  for 
the  Advancement  of  Psychiatry,  Hamdard  Na- 
tional Foundation,  Health  Insurance  Institute,  In- 
dustrial National  Corporation,  Institute  for  Can- 
cer Research,  Institute  for  Life  Insurance,  Insti- 
tute for  Living,  Institute  of  Pennsylvania  Hospi- 
tal, Kaiser  Foundation,  W.  K.  Kellogg  Founda- 
tion, National  Academy  of  Sciences,  National  As- 
sociation Private  Psychiatric  Hospitals,  Pennsyl- 
vania Cancer  Coordinating  Committee,  Pfizer, 
Inc.,  Rhode  Island  Department  of  Health,  Rhode 
Island  Heart  Association,  Rhode  Island  Medical 
Center,  Rhode  Island  State  Department,  St.  Jo- 
seph's Hospital,  St.  Louis  Medical  Society,  Texas 
Hospital  Association,  U.  S.  Department  of  Agri- 
culture, U.  S.  Department  of  HEW,  U.  S.  De- 
partment of  Labor,  U.  S.  Department  of  Trans- 
portation, and  the  University  of  Chicago  Press. 

...  so  we  start  the  new  year,  knowing  “books 
. . . are  a substantial  world.” 

Helen  E.  DeJong, 
Librarian 
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150  Apple  Gate  Road 
Cranston,  R.  I. 


1 074  Hope  Street 
Providence,  R.  I. 


Specialists  in  "PILL  HELL" 

Beautiful  Dean  Estates  Area,  Cranston 
and  East  Side,  Providence 

Most  doctors  enjoy  the  tranquility,  view,  luxury  and  accessibility  to  all 

major  hospitals  and  highways  these  gorgeous  areas  offer. 

NOW  AVAILABLE 

1)  Luxury  second  to  none!  This  matchless  modern  home  has  everything.  Walk 
out  from  a handsome  family  room  to  a large  sun  deck  overlooking  huge 
heated  pool.  Three  bedrooms  (room  for  4th),  3 baths,  1 lavette.  Lower 
level  has  recreation  room  opening  onto  patio. 

2)  Exquisite  100  ft.  long  2 bedroom  ranch,  lately  featured  in  Better  Homes 
and  Gardens.  Quiet  elegance.  Handsome  family  room  with  fireplace,  bar- 
beque  pit,  bar  opening  out  to  lovely  enclosed  patio,  formal  dining  room, 
2 baths,  2 lavettes. 

3)  Sprawling  4 bedroom  split  level  with  room  for  everyone's  hobby  — game 
room,  recreation  room,  formal  dining  room  and  patio. 

4)  East  Side  — Handsome  7 room  brick  English  Tudor  handy  to  tennis  courts, 

Brown  University,  and  The  Miriam  Hospital. 
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Our  specialty 

Is  growing 

trust  accounts 


We,  at  Industrial 
National  Bank,  are 
experts  in  the  care 
and  feeding  of  trust  ■ 
accounts.  We  realized,  • 
years  ago,  that  trusts  had  “ ' advantages  for  people 
who  weren't  millionaires.  We  geared  ourselves  for 
that.  Today  a great  numberof  moderate  and  large 
accounts  are  in  our  care.  Why?  Because  we  made 
them  grow,  and  they’re  still  growing. ; And  that’s  a 
matter  of  fact  which  we  will  gladly  prove.  Just  call  bob 
Ken  Evans  at  278-6607  and  let  us  show  you  why 
growth  begins  at  Industrial  National  Bank 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (clilordiazepoxide  HCl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Librium'  „ 

(chlordiazepoxide  HCl) 

10-mg,  25 -mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established. clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  iibido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  tnc. 

Nutley,  N.J.  07110 
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Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD-  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-I46-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GE1GY  Corporation  5 

Ardsley,  New  York  10502 


Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a new  outlook  in 

chronic 
pain 

ML  of  moderate  to  s 


Contraindications : Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 
bsage  in  Pregnancy . Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 
bsage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  groun  is 
not  recommended.  ° u 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 

£,»?"„ \e,2rf>.‘nery’  dr‘Ve  then,- 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 

TalwfSIt£  ?S  rarf  y , jCfn  ^Ported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
m a respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 

or.Hepa-tic  Faction.  Decreased  metabolism  of  the 
drug  bj  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 

cated^h??  TalS'de  effCCtS'  Although  lab°ratory  tests  have  not  indi- 
^ J CaaSeS  °r  lncreases  renal  or  hepatic  impairment 
impairment.0  ad™«istered  with  caution  to  patients  with  such 

MyocardM  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting.  au 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reporte'd  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CAS  Manifestations  under  WARNINGS)  j and  rarely  tremor,  irri- 
lability,  excitement,  tinnitus.  Autonomic : sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
uiticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

Sw-S?KPlieJ!  7able.tS’  PeaCh  COl°r’  SCOred’  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


M/urtfaro/f  Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 
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House  Of  Delegates  Of  The  American  Medical 
Association 


Report  Of  The  Annual  Session , San 
Francisco , June  18-June  22 , 1972 

By  Edmund  T.  Hackman,  M.D.,  Delegate,  and 
Seebert  J.  Goldowsky,  M.D.,  Alternate  Dele- 
gate. 


The  Rhode  Island  delegation  to  the  121st  an- 
nual meeting  of  the  American  Medical  Association 
in  San  Francisco  vigorously  supported  a resolu- 
tion to  endorse  the  enactment  of  federal  gun  con- 
trol legislation.  The  resolution  was  backed  by  Dr. 
Robert  V.  Lewis,  Society  President,  at  a hearing 
before  a reference  committee  which  considered 
the  resolution. 

Doctor  Lewis  pointed  out  that  the  physicians 
were  greatly  interested  in  the  control  of  the  pos- 
session of  firearms  since  Dr.  Charles  Potter,  Provi- 
dence obstetrician  and  gynecologist,  had  been  mur- 
dered. 

I also  expressed  support  for  the  resolution, 
pointing  out  that  the  entire  New  England  dele- 
gation to  the  House  approved  the  measure. 

After  lengthy  debate,  the  House  upheld  the 
recommendation  of  the  reference  committee  that 
th  gun  control  resolution  should  not  be  adopted 
because  the  AMA  was  not  the  “proper  forum”. 

Pleas  from  Dr.  Milton  Helpern,  New  York  City’s 
forensic  pathologist,  and  Dr.  Claude  Welch  of 
Boston,  to  save  the  resolution  failed  to  change 
the  mind  of  the  House. 

The  House  of  Delegates  did  pass  a resolution 
calling  for  “the  enforcement  of  strict  penalties’’ 
for  the  use  of  firearms  in  the  commission  of  crimes. 

OPINION  POLL 

Among  the  59  reports  and  130  resolutions  acted 
upon  by  the  House  of  Delegates,  the  results  of 
the  first  membership  opinion  poll  showed  that  the 
overwhelming  majority  of  94,000  respondents 
(73.1%)  recommended  that  AMA  continue  to 
seek  to  retain  the  basic  principles  of  private  prac- 
tice in  any  government  enacted  health  program. 
And  more  than  half  (55.7%)  preferred  the  AMA 
plan  of  national  health  insurance  over  all  others. 
The  AMA  plan  was  four  times  as  acceptable  as 
the  next  most  preferable  option,  which  was  cata- 


strophic coverage  only  (14.1%).  If  compulsory 
health  insurance  were  adopted,  28.1%  of  respon- 
dents said  they  would  continue  private  practice 
“with  those  patients  who  would  pay  my  private 
fees”  and  24.6%  said  they  would  “join  the  fed- 
eral program  and  continue  to  practice  under  it.” 
Many  (21.6%)  were  undecided  as  to  what  they 
would  do. 

On  the  work  of  the  Association,  programs  which 
received  the  greatest  percentage  of  responses  in- 
dicating “not  enough”  emphasis  were:  communi- 
cations to  the  public  (62.5%);  practice  manage- 
( Continued  on  Next  Page) 
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District  Medical 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  annual  spring  meeting  of  the  Naval  Hos- 
pital and  Newport  County  Medical  Societies  was 
held  on  May  10,  1972  at  the  Officers’  Club,  Naval 
Base,  Newport,  Rhode  Island. 

Mario  Baldini,  M.D.,  Director,  Hematology 
Department  and  Research  Laboratory  at  Paw- 
tucket Memorial  Hospital,  spoke  on  evaluation 
of  anemia. 

Capt.  William  L.  Lukash,  Capt.  Medical  Corps, 
USN,  White  House  physician,  discussed  his  trip 
to  China  with  President  Nixon. 

No  business  was  conducted  at  this  meeting. 

Respectfully  submitted: 

Howard  S.  Browne,  m.d. 

Secretary 

& & 


CEDAR  CREST 
NURSING  CENTRE 

125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy,  Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  - Call  944-8500 
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(Continued  From  Page  267) 
ment  problems  (39.8%)  and  socioeconomic  issues 
(35.1%).  A majority  of  members  indicated  AMA 
was  placing  “proper”  emphasis  on:  scientific  ac- 
tivities (66.3%);  medical  education  (67.9%); 
continuing  education  (63.3%);  membership  bene- 
fits (51.8%)  and  communication  to  the  medical 
profession  (55.2%). 

The  questionnaire  went  to  177,882  non-federally 
employed  members  and  94,035,  or  52.9%,  ques- 
tionnaires were  returned.  The  questionnaire  also 
was  sent  to  a random  sample  of  4,500  members, 
including  federal  physicians,  and  a random  sample 
of  3,000  non-members  of  the  AMA  to  test  sam- 
plling  techniques  as  a possible  tool  for  use  in 
future  surveys. 

PHYSICIANS'  ASSISTANTS 

Reflecting  concern  for  “potential  problems  which 
could  arise”,  the  House  approved  a policy  op- 
posing employment  of  physicians’  assistants  in 
hospitals.  The  move  was  recommended  by  the 
Council  on  Health  Manpower  and  the  Board  of 
Trustees,  through  Board  report.  “The  Council 
believes  that  direct  responsibility  to  and  super- 
vision by  a physician  is  a critical  element  in  the 
safe  and  effective  performance  of  a physician’s 
assistant,”  the  report  said.  To  the  report’s  recom- 
mendation that  an  assistant  “not  function  in  that 
capacity  when  an  employee  of  and  paid  by  a hos- 
pital,” the  House  added  — “or  (employed)  by  a 
fulltime,  salaried,  hospital-based  physician.” 

Also  adopted  was  a Board  report,  dealing  with 
lines  for  compensating  physicians  for  services  of 
physicians’  assistants.  It  urged  legislation  to  em- 
power state  boards  of  medical  examiners  to  ap- 
prove a physician’s  employment  of  an  assistant 
and  to  approve  proposed  functions  of  the  assist- 
ant, as  described  by  his  employer.  Reimburse- 
ment for  assistant’s  services  should  be  made  di- 
rectly to  the  employing  physician,  the  report  said. 

The  report  was  amended  by  adding:  “The  term 
physician’s  assistant  as  used  refers  solely  to  new 
occupations  being  developed  to  assist  the  physi- 
cian in  delivery  of  personal  care  services,  and  not 
to  such  existing  or  established  occupations  as  the 
medical  office  assistant.” 

ALLIED  PERSONNEL 

Also  adopted  was  a Board  report,  dealing  with 
education  an  utilization  of  allied  health  man- 
continued  on  Page  270) 
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The  crucial  experiment:  conve  rsion 
of  6-aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverers  brands: 

Totacillirf  ampicillin  trihydrate 
Pyopen  disodium  carbenicillin 
Bactocill  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals 


' 


-■ 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  2 50  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  I Pyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  L Bactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


Malpractice 
protection 
is  serious 
business ! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 

su-t 
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power.  Some  of  its  recommendations  urged  AMA 
to: 

1.  Continue  to  support  efforts  to  increase  the 
number  and  improve  the  utilization  of  medical, 
nursing  and  allied  personnel  until  1975,  with  re- 
evaluation  then  on  the  need  for  further  efforts. 

2.  Continue  to  support  improvement  of  the 
professional  and  financial  potential  of  allied  health 
careers. 

3.  Continue  efforts  to  expand  allied  health 
career  opportunities  for  minority  and  disadvan- 
taged groups. 

4.  Strongly  reaffirm  support  of  an  expanded 
role  for  the  nurse  in  providing  patient  care,  and 
study  the  nurse’s  role  in  relation  to  the  physician 
assist,  so  the  two  professions  can  complement 
rather  than  duplicate  one  another. 

MARIHUANA 

The  House  refused  to  accept  the  statement  in 
Board  report  which  said,  “possession  of  marihuana 
for  personal  use  and  transfer  (not  sale)  of  insig- 
nificant amounts  should  rot  be  criminal  acts.” 
After  extensive  debate,  this  substitute  recommen- 
dation was  adopted: 

“This  AMA  House  of  Delegates  does  not  con- 
done the  production,  sale  or  use  of  marihuana.  It 
does,  however,  recommend  that  the  personal  pos- 
session of  insignificant  amounts  be  considered  at 
most  a misdemeanor  with  commensurate  penalties 
applied.” 

The  substitute  recommendation  continued  (in 
agreement  with  the  original):  “(The  House)  also 
recommends  its  prohibition  for  public  use;  and 
that  a plea  of  marihuana  intoxication  should  not 
be  a defense  in  any  criminal  proceeding.” 

FEE  DETERMINATIONS 

Delegates  approved  a strong  resolution  aimed 
at  any  independent  determination  of  customary 
physicians’  fees: 

“Resolved,  that  where  benefits  include  physi- 
cians’ fees,  management,  labor  and  third  party 
carriers  shall  consult  with  duly  constituted  repre- 
sentatives of  organized  medicine  before  determin- 
ing ‘usual,  customary  and  reasonable  fees’,”  the 
measure  said. 

The  resolution  was  adopted  in  lieu  of  several 
others,  all  protesting  actions  of  Aetna  Life  and 
Casualty  Insurance  Company.  It  added: 

“The  medical  profession  will  not  condone  or 
tolerate  action  on  the  part  of  any  third  party 
(Continued  on  Page  272) 
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Now  there’s 
an  important 

difference  in 
acetaminophens. 

A Dollar! 


It’s  the  dollar  your  patients  can 
save  on  VALADOL®  Tablets 
100’s  compared  with  the 
largest  selling  brand  of 
acetaminophen*. 


Now  that  SQUIBB  has 
reduced  the  cost  of 
VALADOL,  you  can 
recommend  a quality 
non-aspirin  pain  reliever 
that  can  relieve  the  pain 
in  the  pocketbook,  too. 


New  low  prices  from 
SQUIBB  also  avail- 
able on  VALADOL 
Chewable  Tablets, 
Liquid  with 
y Flexidose® 
v Spoon** 


♦Based  on  SQUIBB  suggested  retail  price  for  100’s 
and  the  suggested  retail  price  of  the  largest  selling 
brand  of  acetaminophen. 

♦♦Supplied  by  SQUIBB  with  each  package  of 
VALADOL  Liquid. 


SQUIBB® 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


©1972  E.  R.  Squibb  & Sons,  Inc.  072-037 


NEW.. 

SONY®  CASSETTE 
DICTATION  SYSTEM 


Call  for  Free  Demonstration 

ROYAL  TYPEWRITER  CO. 

22  Rolfe  St.,  Cranston,  R.  I. 
(401)  467-4655 


BM-30 
BASIC  UNIT 


STANDARD 

TAPE 

CASSETTE 


BM-10 
PORTABLE  UNIT 
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that  would  encourage  or  promulgate  litigation  in 
the  settlement  of  any  such  dispute.”  This  referred 
to  a practice  of  telling  policy  holders  that  — ex- 
cept where  there  was  prior  agreement  between 
patient  and  physician  as  to  the  fee  — the  insur- 
ance company  would  pay  the  patient’s  legal  costs 
if  the  physician  sued  to  collect  his  full  fee. 

The  resolution  also  reminds  physicians  ‘‘that 
they  have  the  right  to  enter  into  prior  agreement 
with  patients  regarding  the  fee  for  services  to  be 
rendered.” 

MEDICAL  STUDENTS 

Bylaws  changes  which  give  medical  students 
membership  in  the  AMA  and  representation  in 
the  House  of  Delegates  were  approved  by  the 
House.  A new  class  of  direct  membership  for  stu- 
dents was  created,  as  was  done  previously  for  in- 
terns and  residents.  Such  membership  is  avail- 
able to  members  in  good  standing  of  the  Student 
American  Medical  Association,  or  upon  applica- 


tion with  endorsement  of  two  regular  members 
of  the  AMA  on  the  faculty  of  the  student’s  school, 
provided  there  is  no  disapproval  of  membership 
■by  the  Judicial  Council.  Students  will  elect  their 
delegate  and  alternate  delegate  at  a business  meet- 
ing the  day  before  each  annual  convention  opens, 
with  delegates  to  serve  until  the  next  annual  ses- 
sion. Student  dues  are  to  be  decided  later  by  the 
House. 

SMOKING 

To  the  accompaniment  of  several  hacking 
coughs,  delegates  voted  to  “discourage  smoking 
during  sessions  of  the  House”.  One  delegate  un- 
successfully invited  others  to  “butt  out”  of  smok- 
ers’ business.  On  the  vote,  however,  Vice  Speaker 
Walker  announced  that,  “Speaker  Roth  and  I, 
both  being  smokers,  reluctantly  agreed  that  the 
ayes  have  it”. 

GROUP  DISABILITY 

The  House  approved  acceptance  of  a new  con- 
tact with  the  Fireman’s  Fund  Insurance  Co.  to 
(Concluded  on  Page  293) 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^Donnatsd  ^Effect” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  ( 23%  alcohol ) No,  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.31 1 1 mg. 

atropine  sulfate 

0.0104  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital 

(warning:  may  be  habit  formingl 

(Vi  gr.  1 16.2  mg. 

( 1 i gr.  1 32.4  mg. 

( 3/i  gr.  | 48.6  mg. 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 
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2 ways  (e  provide  a daily 
therapeutic  supply  of  Vitamin  G 

15  baited  potatoes  (skins  and  all!) 

or  one  capsule  of 
Allbee  with  C 

About  20  mg.  Vitamin  C in  one  baked  potato  (2 V2 " diameter). 


Each  capsule  Contains: 


Thiamine  mono- 

nitrate  (Vit.  B,) 

15  mg 

Riboflavin  (Vit.  B,) 

10  mg 

Pyridoxme  hydro 

chloride  (Vit.  BJ 

5 mg 
mg 

Niacinamide 

To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 

A.  H.  Robins  Company, 

Richmond,  Va.  23220 
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THE  NINTH  ANNUAL 

MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 

Roger  Williams  General  Hospital  Wednesday,  November  8,  1972 

Presented  by  the  Department  of  Pediatrics,  Mary  B.  Arnold,  M.D. 

“Drug  Metabolism  and  Therapy  in  Infancy  and  Childhood 

Perspectives  in  Pediatric  Pharmacology 

MODERATOR  — DR.  LEO  STERN 

Director,  Department  of  Newborn  Medicine,  the 
Montreal  Children’s  Hospital;  Associate  Pro- 
fessor of  Pediatrics,  McGill  University,  Mont- 
real. 


Morning  Session 
11  A.M.  to  1 P.M. 

No.  1 Drug  Disposition  in  the  Fetus  and  New- 
born Infant 

SUMNER  YAFFE,  M.D. 

Professor  of  Pediatrics;  Adjunct  Professor  of 
Biochemical  Pharmacology,  State  University  of 
New  York  at  Buffalo;  Director,  Clinical  Re- 
search Center;  Director,  Poison  Control  Center, 
Children’s  Hospital,  Buffalo. 

No.  2 Convulsive  Disorders  in  Infants  and  Chil- 
dren — Diagnosis  and  Treatment 
ARNOLD  P.  GOLD,  M.D. 

Associate  Professor  of  Neurology  and  Pediatrics, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York. 


Afternoon  Session 
2 P.M.  to  4 P.M. 

No.  1 Hemophilus  and  Influenzal  Disease  — 
Drug  Therapy  and  Prospects  of  a Vaccine 

GEORGES  PETER,  M.D. 

Assistant  Professor  of  Medical  Science,  Brown 
University;  Department  of  Pediatrics,  Depart- 
ment of  Medicine,  Division  of  Infectious  Dis- 
eases, Roger  Williams  General  Hospital,  Provi- 
dence. 

No.  2 The  Curability  of  Childhood  Leukemia  by 
Chemotherapy  — Present  and  future 

JOSEPH  V.  SIMONE,  M.D. 

Chief  of  Hematology,  St.  Jude  Children’s  Re- 
search Hospital,  Memphis. 


Luncheon  — Hospital  Cafeteria  1 p.m.  to  2 p.m. 


Physicians  Seeking  Rhode  Island  Opportunities 


Soriano  U.  So,  M.D. 

11042— 128st  Street  30F 
Edmonton,  Alberta,  Canada 

General  Surgery 

* * * 

Oscar  R.  Nepomuceno,  M.D. 

149-68  253rd  Street 

Rosedale,  Queens,  New  York  11422 

Surgery 

* * * 

Sirous  Arva,  M.D. 

79  Lincoln  Blvd. 

Kenmore,  New  York  14217 

General  Surgery 

* * * 

T.  Tam,  M.D. 

165  Lyons  Avenue 
Apt.  B 11 

Newark,  New  Jersey  07112 

* * * 

I.  Felaty,  M.D.,  F.R.C.S. 

3718  Kaiser  Avenue 
Canton,  Ohio  44702 
Thoracic  Cardio- Vascular  Surgery 
♦ * * 

September,  1972 


Gary  L.  Townsend,  M.D. 

117  Nebraska 
Dyess  AFB 
Abilene,  Texas  76907 
Otolaryngology 

* * * 

Alexander  N.  Gunn  II,  M.D. 
62  Roundwood  Road 
Newton,  Massachusetts  02164 
General  Surgery 

* * * 

A.  M.  Nalevanko,  M.D. 

R.  D.  6 

Danville,  Pennsylvania  17821 
Otolaryngology 

* * * 

William  R.  Rassman,  M.D. 
Rudsboro  Road 
Etna,  New  Hampshire  03750 
Orthopedic  Surgery 
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Profile  "20 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following 

CALCIUM 

INORGANIC  PHOSPHATE  LDH 
GLOCOSE 
UREA  NITROGEN 


ALK.  PHOSPHATASE 


HEMOGLOBIN 


URIC  ACID 


HEMATOCRIT 


CHOLESTEROL 


WHITE  BLOOD  COUNT 


BILIRUBIN 


RED  BLOOD  COUNT 


TOTAL  PROTEIN 


MCH 


ALBUMIN 


GIOBULIN 


MCHC 


ALL  20  PROCEDURES 
$15.00 


jlj&u  rrucatju 


ora 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909 


ANGELO  VITICONTE  A.  B.  M.  T, 
DIRECTOR 


ASCANIO  Dl  PIPPO 
Ph.  D. 


DONALD  MATTERA 
B.S.  M.T.  (ASCP) 
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Peripatetics 

The  American  Medical  Association  has  an- 
nounced that  Rhode  Island  has  29  recipients  of 
the  Physicians  Recognition  Award  for  1971.  The 
list  includes: 

Kwang  Won  Ahn,  Simon  Leib  Blumen,  Peter 
D.  T.  Clarisse,  Robert  F.  Corrente,  Kermit  W. 
Dewey. 

Anthony  J.  Di  Sciullo,  Charles  P.  Earley,  Har- 
old Elcaness,  Peter  C.  H.  Erinakes,  Robert  L. 
Farrelly. 

Banice  Feinberg,  Lynn  R.  Frary,  William  D. 
Graham,  Wagih  F.  A.  Hanna,  Hugo  Hernandez. 

Robert  V.  Lewis,  Constantine  D.  Loures,  Henry 
C.  McDuff,  Henry  Miller,  Joshua  Park. 

Alton  M.  Pauli,  Peter  A.  Pizzarello,  Jose  Maria 
Porres,  Humberto  Portilla,  Rao  A.  N.  Raghav- 
endra. 

Taranath  K.  Shetty,  Daniel  T.  Shreve,  Jean- 
nette E.  Vidal,  Luningoing  Vincencio. 

* * * 

ROBERT  V.  LEWIS  of  Providence,  President 
of  the  Society,  headed  Rhode  Island’s  delegation 
to  the  annual  convention  of  the  American  Medical 
Association  in  San  Francisco.  Also  in  attendance 
were  EDMUND  T.  HACKMAN  of  Warwick, 
SEEBERT  J.  GOLDOWSKY  of  Providence, 
President-elect  and  the  Society  delegate  to  the 
AMA  House  of  Delegates,  and  JOHN  E.  FAR- 
RELL, Executive  Secretary  of  the  Society.  RICH- 
ARD E.  F RATES  of  East  Providence  delivered 
a paper  on  the  technique  of  pelvic  x-rays. 

Also  attending  were  Mrs.  HERBERT  F. 
HAGER  of  Cranston,  President  of  the  Woman's 
Auxiliary  to  the  Rhode  Island  Medical  Society; 
Mrs.  Alfred  King  of  North  Smithfield,  the  Aux- 
iliary immediate  past  president  and  Mrs.  Thomas 
A.  Egan  of  Providence,  a member  of  the  national 
Auxiliary  Board  of  Directors.  Mrs.  King  reported 
on  the  activities  of  the  Auxiliary  which  has  com- 
pleted its  25th  year. 

=k  * * 

FRANCO  ERCULEI  in  cooperation  with  Dr. 
A.  Earl  Walker,  Professor  of  Neurosurgery  at 
Johns  Hopkins  University,  has  written  a book, 
“Head  Injured  Men  — 15  Years  Later”.  The  vol- 
ume traces  the  later  effects  of  head  injuries  suf- 
fered during  World  War  II.  At  the  1971  Fall 
Meeting  of  the  New  England  Neurosurgical  So- 
ciety, Doctor  Erculei  presented  a paper  on  an 
unusual  case  of  multiple  nerve  injuries. 

(Concluded  on  Page  291) 
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Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice ” 

- George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


r\ 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  1 
determined. 

The  Bureau  of  Drugs  h; 
suggested  the  package  i 
serf  as  a possible  means  < 
communicating  informatk 
on  relative  efficacy  of  drug 
to  the  physician.  I find  th; 
objectionable,  since  I c 
not  believe  the  physicia 
should  have  to  rely  on  thl 
source  for  final  scientif 
truth.  There  is  also  a prai 
tical  objection:  Since  fe 
physicians  actually  dis 
pense  drugs,  they  seldoi 
see  the  package  insert.  I 
any  event,  I would  mail 
tain  that  the  physicia 
should  know  what  drug  h 
wants  and  why  without  d( 
pending  on  the  governmei 
or  the  manufacturer  to  te 
him. 

Undoubtedly,  physician 
are  swamped  by  excessiv 
numbers  of  drugs  in  som 
therapeutic  categories.  An 
I am  well  aware  that  man- 
drugs  within  such  catc, 
gories  could  be  eliminate! 
without  any  loss,  or  pei! 
haps  even  some  profit,  t 
the  practice  of  medicine 
But,  in  my  opinion,  neithe' 
the  FDA  nor  any  othel 
single  group  has  the  expeii 
tise  and  the  wisdom  neces; 
sary  to  determine  the  on 
“drug  of  choice”  in  al 
areas  of  medical  practice. 
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n my  opinion,  it  is  not 
function  of  any  govern- 
nt  or  private  regulatory 
ncy  to  designate  a “drug 
hoice.”  This  determina- 
l should  be  made  by  the 
zsician  after  he  has  re- 
zed  full  information  on 
properties  of  a drug, 
1 then  it  will  be  based  on 
experience  with  this 
lg  and  his  knowledge  of 
individual  patient  who 
eeking  treatment, 
f an  evaluation  of  com- 
ative  efficacy  were  to  be 
de,  particularly  by  gov- 
ment,  at  the  time  a new 
g is  being  approved  for 
rketing,  it  would  be  a 
at  disservice  to  medi- 
3 and  thus  to  the  patient 
te  consumer.  For  exam- 
, when  a new  therapeu- 
agent  is  introduced,  on 
basis  of  limited  knowl- 
e,  it  may  be  considered 
be  more  potent,  more 
ective,  or  safer  than 
•ducts  already  on  the 
rket.  Conceivably,  at 
s time  the  new  drug 
Id  be  labeled  “the  drug 
choice.”  But  as  addi- 
lal  clinical  experience  is 
umulated,  new  evidence 
y become  available, 
er,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  BJ2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 
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Laser  Photocoagulation  And  Diabetic  Retinopathy 


Method  Protects  Against  Vitreous  Hem- 
orrhage 


By  Arthur  I.  Geltzer,  M.D. 

LASER  PHOTOCOAGULATION  AND 
DIABETIC  RETINOPATHY 

Diabetic  retinopathy  is  rapidly  becoming  a lead- 
ing cause  of  blindness  in  the  United  States.  It  is 
estimated  that  in  1970  there  were  155,000  pa- 
tients blind  from  diabetes;  and  by  the  year  2000 
there  will  be  550,000  blind  diabetics.1 

There  has  been  considerable  evidence  in  the 
literature  that  the  control  of  diabetes  has  little  or 
no  effect  on  the  course  of  diabetic  angiopathy  once 
it  has  become  established.  Several  modes  of  treat- 
ment have  been  utilized  during  the  past  twenty 
years  to  attempt  to  alter  the  natural  course  of 
diabetic  ocular  disease.  Pituitary  ablation  has 
been  advanced  by  Field,2  and  more  recently  by 
Hardy.3  Although  some  authorities  still  advocate 
this  therapy  in  far-advanced  retinopathy,4  the  mor- 
bidity and  mortality  attending  surgical  stalk  sec- 
tion and  the  unpredictability  of  the  radiation  tech- 
niques5 have  severely  limited  this  approach. 

RUBY  LASER 

The  introduction  of  light  photocoagulation  by 
Meyer-Schwickerath6  established  a new  modality 

ARTHUR  I.  GELTZER,  M.D.,  of  Providence, 
Rhode  Island,  President,  Rhode  Island  Ophthal- 
mologic al  Society,  The  Miriam  Hospital,  Depart- 
ment of  Surgery,  Ophthalmology. 


which  could  directly  effect  the  diseased  retinal 
vessels  without  the  systematic  complications  of  pi- 
tuitary ablation.  In  1965  Zweng  and  Flocks7 
showed  that  the  laser  light  source  could  be  used 
to  improve  the  effectiveness  of  light  coagulation. 
The  prototype  of  the  ruby  laser  now  functioning 
at  The  Miriam  Hospital  was  used  by  the  author 
from  1966-1968  at  the  National  Institutes  of 
Health.  It  was  demonstrated  that  the  ruby  laser 
photocoagulator  could  be  safely  used  on  the  human 
eye  and  could  remarkably  alter  the  dynamics  of 
retinal  circulation. 

In  1968  Okun8  reported  the  effect  of  light  photo- 
coagulation on  the  diabetic  eye.  He  showed  that 
75  per  cent  of  the  treated  eyes  maintained  a stable 
morphological  classification,  while  54  per  cent  of 
the  untreated  eyes  deteriorated.  Aiello  and  Beet- 
ham9  used  the  ruby  laser  in  a diffuse  manner  to 
“reduce  the  metabolism  of  the  retina.”  They  re- 
ported improvement  in  diabetic  classification  in 
15  of  33  eyes  with  vascularization  on  the  retina; 
26  of  33  eyes  with  early  disc  neovascularization, 
and  “some  improvement”  in  cases  of  advanced  ret- 
inopathy with  fibrous  proliferation. 

L’Esperance10  has  demonstrated  that  the  argon 
laser  is  more  effective  than  the  ruby  laser  in  the 
treatment  of  optic  nerve  and  fibrous  neovascular- 
(Continued  on  next  page) 
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ization.  His  preliminary  report  of  the  obliteration 
of  intravitreal  tufts  is  encouraging.  The  above  re- 
ports, however,  are  primarily  from  referral  centers, 
where  the  more  advanced  cases  might  be  seen  and 
the  poorer  results  might  not  return  for  follow-uip. 
Since  Rhode  Island  has  one  of  the  highest  per  cap- 
ita rates  of  diabetes,  it  was  felt  that  it  was  war- 
ranted to  embark  upon  a study  of  the  effectiveness 
of  laser  photocoagulation  performed  at  the  earliest 
signs  of  neovascular  disease.  The  ruby  laser  was 
chosen  as  the  most  versatile  instrument  and  the 
most  economically  feasible  tool  in  a community 
practice. 

METHOD 

A prospective  study  was  devised  to  test  the  effi- 
cacy of  photocoagulation.  All  patients  routinely 
seen  in  our  practice  with  a documented  diagnosis 
of  diabetes  and  all  patients  referred  because  of 
diabetic  retinopathy  were  examined  with  indirect 
ophthalmoscopy  and  fluorescein  angiography.  The 
latter  technique  was  performed  as  previously  de- 
scribed by  the  author.11 

Patients  were  subjected  to  laser  photocoagula- 
tion in  one  eye  if  they  met  one  of  the  following 
criteria: 

1.  Vitreous  hemorrhage  in  one  eye.  The  eye  with 
clearer  media  was  chosen  as  the  treatment  eye. 

2.  Decreased  vision  due  to  macular  edema  as 
demonstrated  by  fluorescein.  The  eye  with 
the  poorer  visual  acuity  was  chosen  as  the 
treatment  eye. 

3.  Abnormal  vascular  tree  as  shown  by  fluores- 
cein angiography  with  leakage  of  dye  into 
the  vitreous.  The  most  affected  eye  was  desig- 
nated as  the  treatment  eye. 

The  eyes  were  classified  according  to  the  visual 
acuity  and  morphologic  degree  of  retinopathy  (O’- 
Hare classification12). 

The  “treatment  eye”  was  subjected  to  laser 
photocoagulation,  first  to  the  abnormal  areas  and 
then  to  the  entire  posterior  portion  of  the  fundus. 
Repeated  treatments  were  performed  until  no  sig- 
nificant fluorescein  abnormality  was  seen.  The  un- 
treated eye  was  described  as  the  “control  eye,” 
and  no  subsequent  laser  photocoagulation  was 
performed. 

Following  a treatment  course  and  at  least  one 
year  of  follow-up,  the  eyes  were  examined  with 
fluorescein  angiography  and  re-classified  comparing 
“treatment”  and  “control.” 

CASE  HISTORIES 

E.L.  (No.  5-Table  1):  A 64-year  old  female 


was  known  to  have  had  diabetes  for  twelve  years. 
She  is  presently  receiving  30  units  of  NPH  insulin 
daily  providing  gpod  management  of  her  glucose 
metabolism.  In  1965  she  had  uneventful  bilateral 
cataract  extractions.  Her  postoperative  visual  acu- 
ity was  20/30  in  the  right  eye  and  20/200  in  the 
left  eye.  The  decreased  vision  was  due  to  diabetic 
retinopathy.  In  1970  she  was  noted  to  have  in- 
creased retinopathy  in  the  right  eye  and  a vitreous 
hemorrhage  in  the  left  eye.  Her  vision  was  reduced 
to  20/40  in  the  right  eye  and  5/800  in  the  left 
eye.  Fluorescein  angiography  demonstrated  fine 
neovascularization  throughout  the  posterior  pole 
(Fig.  1,  2).  Laser  photocoagulation  was  performed 
in  the  right  eye  with  a total  of  more  than  600 
applications  done  at  two  sittings.  Postoperative 
fluorescein  angiography  demonstrated  a marked 
reduction  in  neovascularization  and  reduction  of 
leakage  of  fluorescein  from  the  vascular  tree  (Fig. 
3,  4).  The  postoperative  visual  acuity  was  un- 
changed. In  a 17-month  follow-up  period  there 
has  been  no  vitreous  hemorrhage  in  the  right  eye. 
The  left  eye  has  had  repeated  hemorrhage,  making 
classification  of  the  retinopathy  impossible.  Com- 
ment'. This  patient  demonstrated  an  improvement 
in  morphologic  classification,  and  absence  of  severe 
complications  in  the  treated  eye,  with,  however, 
no  improvement  in  functional  vision. 

A.B.  (No.  9-Table  1):  A 70-year  old  male  with 
known  diabetes  for  the  past  10  years,  whose  glu- 
cose metabolism  was  well  controlled  on  oral  agents, 
noted  a gradual  loss  of  vision  due  to  diabetic  retin- 
opathy and  macular  edema.  Visual  acuity  was 
known  to  be  20/30  in  both  eyes  in  1965.  In  Feb- 
ruary 1971  the  patient  lost  his  driver’s  license 
because  of  the  reduction  in  his  vision  to  20/100-2 
in  the  right  eye,  and  20/70  in  the  left  eye.  Neo- 
vascularization and  hemorrhage  in  the  right  eye 
is  shown  in  Fig.  5.  The  fluorescein  angiography 
demonstrated  macular  edema  and  leakage  of  fluo- 
rescein from  the  abnormal  vessels  above  the  macula 
(Fig.  6).  Laser  photocoagulation  was  performed 
in  the  right  eye  with  the  ruby  laser  to  the  ab- 
normal areas.  The  visual  acuity  was  improved  to 
20/25,  with  commitent  reduction  in  the  macular 
edema  (Fig.  7).  The  patient's  driver’s  license  was 
re-instated.  Comment : This  patient  demonstrates 
the  use  of  laser  photocoagulation  in  isolated  areas 
of  neovascularization.  The  patient  improved  not 
only  in  morphologic  classification,  but  in  functional 
vision  as  well. 

J.W.  (No.  20-Table  1):  A 30-year  old  male  was 
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Fig.  1 Fig.  2 


Case  5 (Table  1) 

Figures  1 & 2 

Figures  I & 2 — (Pre-operative).  The  inferior  temporal  vein  in  the  right  eye  is  elevated.  Fluorescein 
angiography  demonstrates  diffuse  leakage  throughout  the  retina  giving  the  hazy  white  appearance. 


Case  5 (Table  1) 

Figures  3 & 4 

Figures  3 & 4 — (Post-operative).  The  post-operative  laser  picture  of  a comparable  area  in  the  right 
eye.  The  fundus  photograph  demonstrates  the  laser  marks  and  the  more  normal  appearing  choroidal 
pattern.  The  fluorescein  angiogram  in  the  post-laser  period  demonstrates  the  marked  reduction  in 
fluorescein  leakage. 


known  to  have  had  diabetes  mellitus  for  nine 
years.  Control  of  his  glucose  metabolism  was  stable 
on  40  units  of  NPH  and  10  units  of  regular  in- 
sulin. In  December  1970  the  visual  acuity  was 
recorded  at  20/40  in  the  right  eye  and  finger 
counting  at  ten  feet  in  the  left  eye.  Extensive 
neovascularization  was  present  in  both  eyes. 
Fluorescein  angiography  of  the  left  eye  dem- 
onstrated diffuse  leakage  (Fig.  8).  The  left  eye 
was  treated  with  diffuse  laser  photocoagulation 
(Fig.  9).  One  year  later  the  right  eye  (control  eye) 
suffered  a vitreous  hemorrhage  (Fig.  10)  and  a 
decrease  of  visual  acuity  to  finger  counting  at  five 
feet.  The  left  eye  remains  stable,  and  the  vision 


is  20/200.  The  control  eye  has  since  suffered  fur- 
ther vitreous  hemorrhage  and  is  now  without  useful 
vision.  Comment : This  patient  demonstrates  the 
effect  of  laser  photocoagulation  in  the  young  labile 
diabetic.  The  worse  eye  was  chosen  as  the  “treat- 
ment eye”  and  subjected  to  laser  photocoagulation. 
Over  a 16  month  period  it  has  maintained  a vision 
of  20/200.  It  would  be  expected  from  the  work  of 
Patz13  et  al,  that  symmetrical  disease  would  have 
occurred  in  both  eyes  over  this  time  period  and 
that  there  would  be  total  loss  of  function  in  his 
treatment  eye. 

(Continued  on  Next  Page) 
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RESULTS 

Twenty-five  patients  who  have  received  ruby 
laser  photocoagulation  to  one  eye  have  been  fol- 
lowed for  a minimum  of  one  year.  The  data  are 
presented  in  Table  1.  The  O'Hare  classification 
was  used  as  the  criterion  for  morphologic  effect 
of  laser  photocoagulation.  Under  this  scheme  the 
retinopathy  is  described  as  follows: 

Background: 

B — All  degrees  of  retinopathy  excluding  prolif- 
erative changes. 

Vitreous  Hemorrhage : 

Ho — No  vitreous  hemorrhage. 

Hi — -Presence  of  vitreous  hemorrhage  although 
the  retina  can  be  seen  well  enough  to  be 
classified. 

H2 — Vitreous  hemorrhage  which  is  so  extensive 
that  the  retina  cannot  be  seen  well  enough 
to  be  classified. 

N eovascularization : 

Ni — Neovascularization  which  is  limited  to  four 
or  fewer  disc  areas. 

N2 — -Neovascularization  which  covers  an  area 
greater  than  Ni. 

Fo — No  fibrous  proliferation  extending  into  the 
vitreous  cavity. 

Fi — Fibrous  proliferation  extending  into  the  vit- 
reous cavity,  but  covering  less  than  four 
disc  areas. 

F2 — Fibrous  neovascularizatioi  greater  than  Fi. 

The  second  criterion  followed  in  the  study  was 
the  effect  on  visual  acuity.  The  vision  in  the  con- 
trol eyes  and  that  in  the  treated  eyes  are  compared 
in  Table  1. 

The  final  criterion  is  the  occurrence  of  new  vit- 
reous hemorrhage.  It  can  be  seen  from  Table  1 
that  no  new  vitreous  hemorrhage  occurred  in  any 
of  the  treatment  eyes.  It  is  compared  to  new  vit- 
reous hemorrhage  occurring  in  the  untreated  eyes 
at  a rate  of  5 in  25,  or  20  per  cent. 

DISCUSSION 

The  results  show  that  a treatment  for  diabetic 
retinopathy  is  now  available.  The  single  salient 
accomplishment  of  the  therapy  has  been  the  pro- 
tection against  vitreous  hemorrhage.  It  is  this  sud- 
den. and  total  loss  of  vision  which  is  the  most 
devastating  occurrence  both  psychologically  and 
physiologically  in  the  course  of  ocular  diabetes. 
Once  significant  vitreous  hemorrhage  has  occurred, 
there  follows  a course  of  organization  of  the  vit- 
reous leading  to  retinal  tears  and  detachment. 

Two  patients  in  the  series  showed  significant 


Fig.  5 


Fig.  6 


Fig.  7 


Case  9 (Table  1) 

Figures  5-7 

I igure  5 — Fundus  of  the  right  eye  showing  the  pre- 
operative central  neovascularization  and  hemorrhage 
superior  to  the  macula,  (arrow) 

Figure  6 — 1 he  pre-operative  fluorescein  angiography 
demonstrating  the  leakage  of  fluorescein  in  the 
macular  region. 

Figure  7 — The  post-operative  photograph  demon- 
strating the  laser  marks  superior  to  the  macula  and 
the  dryness  of  the  retina  in  the  macular  region  as 
shown  by  the  more  prominent  choroidal  markings. 
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Fig.  10 


Case  20  (Table  1) 

Figures  8-10 

Figure  8 — Demonstrates  the  pre-operative  diffuse 
fluorescein  leakage  throughout  the  posterior  pole. 

Figure  9 — Shows  the  post-operative  phase  with  the 
reduction  of  leakage  and  the  photocoagulation 
marks. 

Figure  10 — Is  the  control  eye  one  year  later  show- 
ing the  vitreus  hemorrhage,  (arrow) 


improvement  in  vision.  On  each  of  these  occa- 
sions macular  edema  secondary  to  vascular  leak- 
age was  demonstrated.  Following  the  laser  therapy 
there  was  reduction  in  the  edema.  Twenty-three 
patients  showed  no  improvement  in  vision.  These 
poor  results  relative  to  functional  vis:on  may  re- 
flect the  fact  that  even  in  a community  practice 
the  patient  is  not  being  seen  before  structural 
changes  have  occurred  in  the  macula. 

In  selecting  the  patients  for  treatment  only 
those  patients  with  definite  evidence  of  neovascu- 
larization rr  hemorrhage  were  used.  It  could  be 
expected  from  the  natural  course  of  this  type  of 
retinopathy  that  there  would  be  deterioration  in 
the  morphologic  classification.  To  the  contrary, 
there  has  been  no  deterioration  in  the  treated 
patients.  In  general  it  may  be  said  that,  while 
the  O’Hare  morphologic  classification  did  not  sig- 
nificantly improve,  the  retina  showed  a much  less 
florid  neovascularization.  As  one  would  expect  the 
fibrous  elements  did  not  disappear. 

CONCLUSION 

Ruby  laser  treatment  causes  no  morbidity.  The 
only  complication  has  been  bleeding,  which  was 
significant  in  only  one  patient.  It  has  a stabilizing 
influence  on  the  course  of  diabetic  retinopathy. 
During  a one  year  follow-up  there  was  ro  new 
vitreous  hemorrhage  in  the  treated  cases,  some  im- 
provement in  vision,  and  no  deterioration  in  the 
degree  of  neovascularization. 

The  author  wishes  to  acknowledge  the  technical 
assistance  of  Janet  Tieri,  R.N.,  C.O. 
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LSD  Psychotherapy:  A Review  Of  The  Literature 
And  Some  Proposals  For  Future  Research 


Evidence  For  Value  Of  LSD  As  Adju- 
vant To  Psychotherapy  Is  Equivocal 


by  Robert  C.  Clyman 

The  debate  over  whether  or  not  LSD-25  should 
be  used  in  psychotherapy  has  not  yet  been  re- 
solved. For  many  years  the  controversy  focused 
solely  upon  the  methodology.  Having  accepted 
the  worth  of  this  treatment,  theorists  debated 
questions  such  as  treatment,  dose,  frequency, 
total  number  of  LSD  experiences,  and  whether  a 
therapist  should  himself  have  formerly  experi- 
enced LSD.  Of  early  experimenters  it  has  been 
rightly  said,  “Such  reviewers  appear  to  accept  the 
utility  of  LSD  and  therefore  have  been  more  con- 
cerned with  the  strategy  of  proof.”  In  the  last 
several  years  new  data  have  called  into  question 
the  superiority  of  LSD  over  more  conventional 
therapies;  in  particular,  its  formerly  uncontested 
success  with  alcoholism.  These  researchers  have 
usually  criticized  prior  experiments  for:  (1)  ab- 
sence of  controls  and  (2)  disregard  for  blind-study 
techniques.  Proponents  of  LSD  therapy  have  tra- 
ditionally emphasized  the  unfeasibility  of  blind- 
study  technique  in  this  treatment,  citing:  ( 1 ) 
<the  recognition  of  LSD  symtomatology  by  any 
therapist  and  (2)  patient  familiarity  with  popular 
LSD  literature.  This  debate  has  flourished  with- 

ROBERT  C.  CLYMAN , Senior,  Brown  Univer- 
sity, Providence,  Rhode  Island. 


out  consideration  of  Savage’s8  view  that,  “Treat- 
ment must  be  in  a matrix  of  psychotherapeutic 
endeavor,  not  conventional  chemotherapy.”  Re- 
cent research  has  been  insensitive  to  hoth  this 
requisite  and  the  therapeutic  value  of  the 
“transcendental  experience.”1  This  experience 
is  not  to  be  equated  with  conversion  to  a 
particular  faith;  rather  it  is  the  affirma- 
tion of  one's  own  beliefs.17  Despite  the 
large  bulk  of  literature  that  professes  support  for 
LSD  psychotherapy  reference  will  be  confined  to 
those  studies  in  which  data  are  'tabulated,  since 
only  when  some  data  are  found  can  there  be  some 
means  of  analysis. 

Sandison  and  Whitelaw15  used  low  doses  of  LSD- 
25  to  uncover  unconscious  dynamic  material.  Nor- 
mal psychoanalytic  sessions  were  conducted  during 
most  of  the  LSD  experiences.  Two-thirds  of  their 
patients  (61  ouit  of  94),  who  had  been  unrespon- 
sive to  other  forms  of  therapy  were  reported  to 
be  either  recovered  or  improved  after  the  experi- 
ence. Their  criteria  for  these  classifications  were: 
(1)  recovered : able  to  discontinue  treatment 

and  resume  life  at  level  equal  or  superior  to  life 
before  illness;  (2)  greatly  improved : able  to  dis- 
continue treatment  and  resume  normal  life.  Per- 
haps an  occasional  return  of  symptoms  not  severe 
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enough  to  disturb  social  or  family  life;  and  (3) 
moderately  improved : some  dependence  on  psy- 
chiatric treatment  but  return  to  work,  possible  at 
lower  level  than  before.  Enough  reoccurrence  of 
symptoms  possible  to  disturb  social  and  family 
life  but  not  readmission.  These  results  were  ob- 
tained with  multiple  psychoanalytic  sessions  dur- 
ing the  period  of  any  effort  (approximately  8 
hours.)  Particular  success  was  noted  in 
the  case  of  psychopathic  personalities.  This 
was  attributed  to  arousing  interest  in  the 
usually  unmotivated  psychopathic  personality. 
In  a 2 -year  follow-up  of  their  unselected 

21  patients  only  2 had  relapsed.  Mar- 

tin10 also  treated  formerly  unresponsive  psy- 
choneurotics by  the  psychoanalytic  interview  under 
LSD.  High  corroboration  as  to  the  authenticity  of 
past  experiences  remembered  by  the  subjects  was 
obtained  from  relatives.  Like  Sandison  and  White- 
law  she  gave  numerous  treatments  (as  many  as 
50)  and  experienced  major  success  among  psy- 
chopaths and  obsessional  neurotics.  Using  their 
improvement  scale,  she  claimed  improvement  or 
recovery  for  45  out  of  50.  Her  two-year  follow- 
up revealed  a relapse  of  9 patients,  disproportion- 
ately among  those  with  Chronic  Tension  States. 
A final  example  of  reported  psychoanalytic  suc- 
cess, with  LSD  as  an  adjuvant,  was  Leuner’s  work 
with  serious  neuroses  and  psychogenic  psychoses9. 
Of  the  36  out  of  54  patients  who  “recovered  or 
improved  greatly,”  those  with  character  neuroses 
made  the  greatest  gains  while  those  with  conver- 
sion hysteria  made  the  fewest.  Leuner  also  em- 
phasized the  rich  “revival  of  emotional  phases  of 
childhood.”  The  novel  multi-therapist  procedure 
was  administered  to  chronic  alooholics  by  Roli, 
Krinsky,  and  Goldfarb13  After  one  of  three  at- 
tending psychotherapists  had  begun  questioning, 
the  other  two  would  “gradually  and  unobtrusively 
join  in.”  No  attempt  was  made  to  assess  long-term 
results  of  the  10  out  of  12  patients  who  were  evalu- 
ated the  following  day  as  markedly  improved.  The 
authors  expressed  satisfaction,  not  with  the  cura- 
tive effect  of  LSD,  but  rather  its  potentialities 
for  rapid  “psychotherapeutic  intervention.” 

The  transcendental  experience,  “not  a conver- 
sion to  a particular  faith  but  an  affirmation  of  a 
patient’s  own  belief,”17  has  reportedly  been  as- 
sociated with  a high  degree  of  therapeutic  success. 
“After  the  prodomal  phase  of  alcoholism,  the 
individual  usually  develops  a personality  pathology 


called  alienation.”16  The  alleged  purpose  of  the 
transcendental  experience  is  to  remove  this  aliena- 
tion by  giving  the  alcoholic  faith  and  self-confi- 
dence. O’Reilly  and  Funk11  spent  the  greatest 
part  of  a patient’s  LSD  experience  discussing  his 
alcoholism.  On  the  following  day,  for  purpose  of 
integration,  patients  were  requested  to  write  a 2- 
page  summary  of  their  experience.  Of  the  38  per 
cent  who  were  abstaining  2 months  after  treat- 
ment, an  insignificant  number  had  returned  to 
alcohol  as  much  as  32  months  later.  More  im- 
portant, however,  those  experiencing  depression, 
trancendental  experience  or  both  were  more  likely, 
at  the  .01  level  of  significance,  to  be  among  the 
abstainers.  Jensen  and  Ramsey6  treated  chronic 
acoholism  with  a minimal  hospitalization  period 
of  2-months,  stressing  the  need  for  a therapist 
“to  be  acquainted  and  have  a good  relationship 
with  his  patient.”  Eighty-seven  per  cent  had  tried 
and  failed  with  Alcoholics  Anonymous  (A. A.)  at 
least  once,  and  57  per  cent  had  received  some 
psychotherapy.  Remaining  eight  hours  with  his  pa- 
tients, each  therapist  noted  the  consistent  occur- 
rence of  3 phenomena:  (1)  the  reliving  of  formerly 
repressed  early  memories,  (2)  a transcendental 
experience,  and  (3)  the  inability  to  rationalize 
past  and  present  behavior.  The  authors  expressed 
the  need  for  therapists  to  discuss  the  transcen- 
dental experience  immediately  following  its  con- 
clusion. Eighteen  months  later,  37  of  62  patients 
were  still  abstaining,  significantly  better  at  the  .01 
level  than  29  controls  who  had  undergone  standard 
psychotherapy.  In  MacLean’s1  LSD-25  treatment 
of  alcoholism,  he  advised  against  parenteral  ad- 
ministrations of  high  dosage  because  of  “the  rapid 
and  overwhelming  impact.”  After  55  months,  48 
per  cent  were  improved  over  pre-test  measure. 
Kurland,  Unger,  Shaffer,  and  Savage8  designed  a 
program  for  alcoholics  involving  a 2-week  pre- 
treatment period  of  daily  interviews.  In  addition 
to  discussing  personality  difficulties,  patents  were 
given  information  about  all  effects  of  the  drug. 
Treatment  was  scheduled  once  3 criteria  were  met: 
(1)  therapist's  knowledge  of  the  patient  was  sig- 
nificantly advanced,  (2)  patient's  self-knowledge 
was  significantly  advanced  and  (3)  quality  of  re- 
lationship made  possible  a “significant  encounter.” 
The  day  before  treatment  a 1)4  hour  rehearsal 
was  scheduled.1  At  that  time  potentially  disruptive 
occurrences  were  reduced  by  describing  onset  of 
(Continued  on  Next  Page) 
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the  drug  and  by  allowing  the  patient  to  try  on 
the  eyeshades  and  headphones.  During  treatment 
the  therapist  remained  for  and  guided  the  entire 
10-12  hour  session.  Seventy-five  per  ctnt  of  the 
patients  had  transcendental  experiences.  After  6 
months  personality  scores  as  measured  by  the 
Minnesota  Multiphasic  Personality  Inventory 
(MMPI),  were  significantly  improved  from  pre- 
treatment scores  in  33  per  cent  of  the  patients. 
Another  technique  of  preparation  of  the  psyche- 
delic experience  was  performed  by  Savage,  Fadi- 
man,  Morgan,  and  Allen16.  During  each  of  their 
4-8  once-a-week  pre-treatment  interviews,  normal 
and  neurotic  individuals  inhaled  a vapor  of  70 
per  cent  O2  and  30  per  cent  CO2,  in  order  to 
gradually  gain  confidence  under  the  loss  of  ego- 
boundaries.  Under  LSD  they  spent  the  entire  day 
talking  with  a male  and  a female  therapist,  one 
being  a physician.  Separate  tests  for  values,  per- 
sonality, and  behavior  change  all  yielded  signifi- 
cant improvement  for  the  subjects  in  a 6-month 
follow-up.  The  highest  percentage  of  improve- 
ment, 75  per  cent,  was  with  respect  to  interper- 
sonal variables.  In  another  experiment  by  Savage, 
Savage,  Fadiman,  and  Harman17,  a 6 month 
follow-up  revealed  a .91  correlation,  significant  at 
the  .001  level,  between  those  who  claimed  to  have 
derived  a permanent  benefit  from  the  LSD  ex- 
perience and  those  who  had  originally  experienced 
a “greater  awareness  of  an  ultimate  reality.”  On 
the  basis  of  the  MMPI,  , Interpersonal  Check  List, 
and  a 2-hour  structured  behavior-change  inter- 
view at  this  6-month  follow-up,  moderate  or 
marked  improvement  was  noted  in  34  of  the  74 
cases.  An  interesting  application  to  office  prac- 
tice was  implemented  by  Butterworth2.  Com- 
plaining that  standard  psychotherapy  was  an  at- 
tempt to  induce  conformity,  many  of  his  patients 
felt  that  it  did  not  “address  itself  to  the  meaning 
of  life  itself.”  Losing  LSD  psychotherapy  at  a 
mutually  arranged  frequency  and  dose,  he  found 
marked  improvement  or  recovery  in  36  of  52  cases 
at  6 months. 

Recent  refutations  of  earlier  positive  findings,  as 
mentioned  before,  have  made  attempts  to  utilize 
blind-study  technique  and  control  groups.  None- 
theless, their  lack  of  concern  for  conventional 
psychotherapeutic  intervention  and  failure  to 
utilize  the  transcendental  experience  may  ac- 
count for  the  discrepancy  in  results.  In  a 
study  at  the  Toronto  Clinic  of  the  Ad- 
diction Research  Foundation1,  an  excessively  high 


dose  of  800  micrograms  (usual  dose  is  50-300  mi- 
crograms) was  used  in  order  to  be  certain  that 
important  effects  were  not  missed  by  “minimal 
doses.”  Furthermore,  against  the  recommendation 
of  MacLean,  this  dose  was  administered  parenter- 
ally.  No  details  of  the  experience  are  related,  ex- 
cept that  the  therapist  was  on  hand  for  only  the 
first  3 hours.  The  only  significant  differences  at 
six  months  between  the  LSD  and  Ephedrine  con- 
trol group  were  the  scores  by  those  in  the  LSD 
group  for  “healthiness  of  self”  and  “movement 
toward  post-ideal.”  Concerning  these  data,  the 
researchers  reluctantly  concluded:  “In  a vague 
and  possibly  unreliable  manner  these  results  show 
some  trends  toward  the  changes  predicted  for 
alcoholics  given  LSD-25.  In  a controlled  study 
between  LSD  and  dextroamphetamine,  Hollister, 
Shelton,  and  Kruger5  gave  chronic  alcoholics  as 
little  information  about  LSD  as  was  “medically 
ethical.”  During  the  600  microgram  psychedelic 
experience,  the  therapist  spend  a total  of  one 
hour  and  fifteen  minutes  with  the  patient,  during 
which  itime  he  exclusively  stressed  the  patient’s 
need  (to  reflect. 

At  other  times  a research  assistant  provided 
nonverbal  support.  The  selection  of  subjects  was 
obviously  designed  more  for  facilitating  research 
than  obtaining  valid  results.  Prerequisites  for  ac- 
ceptance were:  (1)  having  resided  continuously 
in  the  area  for  one  year  and  (2)  having  held  the 
same  job  for  the  last  6 months.  These  criteria  were 
set  so  as  to  avoid  the  usual  difficulty  in  tracking 
down  mobile  alcoholics  for  follow-up  studies. 
However,  Hoffer  has  inferred  from  A.A.  philos- 
ophy,, the  transcendental  experience  is  best 
achieved  when  the  individual  has  reached  rock- 
bottom.  In  a final  controlled  comparison  study  by 
Robinson,  Davies,  Sack,  and  Morrissey12  among 
(a)  standard  psychotherapy  (b)  1 gim  cyclonal 
and  20  mg  methedrine,  and  (c)  LSD  with  an  in- 
itial dosage  of  50  micrograms  increased  by  25 
micrograms  weekly.  No  (.05)  significant  inter- 
group  differences  were  found  at  any  point  of  assess- 
ment. Once  again,  recognition  was  given  neither  to 
the  psychotherapy  nor  transcendental  experience. 
Interestingly,  Robinson  et  al.  noted  a greater  im- 
provement with  LSD  treatment  (at  the  .10  level  of 
significance)  among  anxiety-prone  subjects  as  con- 
trasted with  passive  dependents.  This  supports 
the  findings  by  Leuner9,  who  reported  fewest  gains 
among  hysterics,  characteristically  defined  as 
passive  dependent.  In  a study  by  Denson  and 
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Sydiaha4  which,  although  not  even  single-blind, 
did  use  investigators  who  had  never  taken  a hal- 
lucinogenic drug,  no  significant  improvement  in 
LSD  over  control  subject  was  reported.  Unfortu- 
nately, the  absence  of  any  procedural  information 
other  than  that  of  dosage  precludes  evaluation  of 
this  study. 

The  most  damaging  evidence  against  the  pro- 
posed 2-factor  program  of  LSD  psychotherapy 
(usual  psychotherapeutic  encounter  between  pa- 
tient and  therapist  (2)  attempt  by  therapist  to 
bring  about  transcendental  experience  in  patient) 
comes  from  a well  controlled  single-blind  study  by 
Johnson7.  Subjects  were  divided  into  4 groups: 
(1)  LSD  with  a therapist,  (2)  LSD  without  a 
therapist,  (3)  sodium-amobarbital-methampheta- 
mine  hydrochloride  with  a therapist  and  (4) 
routine  clinic  care.  In  the  traits  and  habits  ob- 
served, improvement  was  significant  from  pre- 
test scores  in  all  groups  but  not  significantly  dif- 
ferent among  groups.  The  lack  of  difference  may 
be  attributed  to  the  failure  of  therapists  to  estab- 
lish preliminary  relationships  with  their  respective 
patients.  In  almost  every  successfully  reported 
study,  preparation  for  treatment,  incuding  im- 
mersions into  the  group  life  of  hospital  inmates, 
was  given  to  subjects.  In  the  Johnson  study  sub- 
jects, after  having  met  the  few  customary  re- 
quirements for  acceptance  ( ( 1 ) not  younger  than 
20  or  older  than  60;  (2)  no  severe  liver,  cardio- 
vascular or  CNS  disease;  (3)  neither  psychotic, 
prepsychotic,  nor  mentally  defective;  (4)  admis- 
sion of  an  alcoholic  problem  and  (5)  no  history 
as  a psychiatric  patient,  although  this  is  a more 
irregular  criterion),  were  not  seen  until  the  day 
of  the  treatment.  Furthermore,  Johnson  relates 
nothing  aboult  the  role  of  'the  therapist  during 
treatment.  In  many  studies  therapists  are  merely 
supportive,  thereby  failing  to  comply  with  the 
proposed  criteria  for  functional  psychotherapy. 
Nonetheless,  this  study  stands  at  present  as  the 
most  convincingly  negative  report  on  the  merit  of 
LSD  psychotherapy. 

DISCUSSION  AND  CONCLUSION 

The  above  synthesis  has  been  made  on  ithe  basis 
of  the  relevant  literature  available  to  the  author. 
In  conclusion,  LSD  psychotherapy  may  be  ef- 
fective therapy  when  ( 1 ) in  the  context  of  con- 
ventional psychotherapy  and  (2)  emphasis  is 
given  to  the  transcendental  experience. 

Many  of  the  difficulties  in  analyzing  the  con- 
flicting results  are  those  that  arise  when  one  at- 


tempts to  evaluate  any  form  of  therapy.  The 
nebulous  quality  of  psychiatric  diagnostic  cate- 
gories, which,  furthermore,  seem  to  fluctuate  over 
time,  impede  any  understanding  of  differential 
improvement.  Greater  attention  must  be  given  to 
important  methodological  considerations,  such  as 
(1)  dosage,  (2)  number  of  treatment  and  (3) 
preparation. 

With  respect  to  preparation  a pretest  should 
be  administered  immediately  prior  to  treatment, 
so  that  the  effect  of  preparation  can  be  nullified. 
For  example,  in  order  to  ready  subjects  for  “the 
loss  of  ego  boundaries,”  Savage  et  al.16  adminis- 
tered to  them  small  doses  of  70  per  cent  O2  and 
30  per  cent  OO2.  Assessment  of  the  therapeutic 
value  of  this  mixture  should  have  been  considered 
prerequisite  to  valuating  the  effect  of  LSD.  Phy- 
siological methods  of  preparation,  such  as  the  CO2 
and  O2  mixture,  would  yield  the  greatest  stand- 
ardization of  subject  expectations. 

A more  difficult  control  to  impose  will  be  an 
empirical  measurement  of  therapist  intervention. 
A priori  categories  might  be  operationally  estab- 
lished: (1)  uncommunicative,  (2)  supportive  (i. 
e.  reassuring  when  necessary),  (3)  analytical  at 
patient’s  request,  (4)  analytical  for  pre-deter- 
mined  (e.g.  30  minute  alternate  intervals  and 
(5)  continuously  analytical. 

Another  area  for  investigation  that  is  implicitly 
suggested  by  the  literature  is  in  the  area  of  sub- 
jects’ motivation.  Sandison  and  Whitelaw15 
found  that  psychopaths,  characteristically  unmo- 
tivated patients,  underwent  the  greatest  improve- 
ment. In  his  opinion  the  extremely  interesting  LSD 
experience  may  have  provided  the  motivation  for 
otherwise  lacking  insight.  Martin10  noted  a high 
failure  rate  amongst  those  with  chronic  tension 
state.  The  literature  on  this  disorder  have  con- 
sistently found  a significant  autonomic  underac- 
itivity  hypothetically  attributed  to  exhaustion  f cm 
extensive  overreactivity.  Perhaps  a physiological 
incapacity  to  be  motivated  by  the  LSD  experience 
interferes  with  its  beneficial  effect.  Failure  to 
appreciate  the  factor  of  motivation  may  be  seen 
in  several  studies  that  have  reported  negative  find- 
ings. The  demand  by  Hollister,  Krieger,  and 
Shelton5  that  alcoholic  subjects  have  maintained 
the  same  job  and  residence  for  6 months  may  have 
yielded  a disproportionately  motivated  sample. 
Likewise.  Johnson7  chose  patients  from  primarily 
lower  and  middle  class  backgrounds  with  no  pre- 
(Continued  on  Next  Page) 
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vious  psychiatric  treatment.  Since  both  upper 
class  background  and  procurement  of  psychiatric 
treatment  have  been  positively  correlated  with 
motivation,  his  sample  may  also  have  been  biased. 
Johnson’s  refusal  to  accept  those  who  would  not 
admit  to  an  alcoholic  problem  disregards  the 
“rock-bottom”  A.A.  belief  that  an  alcoholic  can- 
not be  helped  until  he  has  admitted  his  problem. 
One  advantage  of  LSD  psychotherapy,  suggests 
Savage,  is  the  transcendental  experience  that  rap- 
idly brings  about  this  rock-bottom  state.  Thus, 
Johnson’s  selection  may  have  included  only  those 
most  readily  amenable  to  therapy.  In  light  of 
this,  it  seems  that  Johnson’s  selection  may  have 
eliminated  the  visible  hastening  of  improvement 
by  LSD  psychotherapy.  The  fact  that  all  groups 
in  his  study  did  improve  supports  this  contention. 

Finally,  past  research  has  sorely  neglected,  per- 
haps due  to  the  psychoanalytical  background  of 
most  experimenters,  the  abundance  of  physiological 
and  perceptual  data  concerning  LSD.  For  ex- 
ample, the  spectroscopic  oximetry  studies  of  Sloane 
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et  al.18  revealed  a greater  than  normal  rise  in  re- 
duction time  (i.e.  oxygen  saturation)  among  re- 
active depressives  and  a lower  than  normal  rise 
in  endogenous  depressives.  Further  inquiry  in 
this  area  may  reveal  a physiological  correlate  for 
differential  reactions  to  LSD  psychotherapy.  Un- 
fortunately, most  physiological  and  perceptual 
data  have  been  concerned  with  differences  be- 
tewen  normal  and  schizophrenics.  Since  schizo- 
phrenics are  usually  ruled  out  as  candidates  for 
LSD  psychotherapy,  research  is  more  vitally 
needed  with  respect  to  emotional  problems  of 
less  severity.  Cline  and  Freeman3  have  found  that 
schizophrenics  require  a higher  threshold  dose  of 
LSD  than  normal  subjects  before  manifesting  a 
reaction.  Investigation  might  now  be  made  into  the 
differential  threshold  doses  required  by  those  in 
various  other  diagnostic  categories. 
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Solomon  Drowne  And  The  Gaspee  Affair 


Premedical  Student  Views  Historic 
Event 


By  Seebert  J.  Goldowsky,  M.D. 

The  following  extract  of  a letter  from  Solomon 
Drowne  (later  M.D.)  to  his  brother,  William 
Drowne  of  Mendon,  Massachusetts  appeared  in 
the  Collections  Of  The  Rhode  Island  His- 
torical Society  (vol.  vi,  1867,  appendix  follow- 
ing page  300) : 

Providence,  June  ye  23rd,  1772. 

Dear  Brother: 

If  I had  no  other  motive  to  embrace  this  op- 
portunity of  writing  to  you,  yet  gratitude  would 
oblige  me.  * * * * * 

Doubtless  you  have  heard  of  the  skirmish  down 
the  river,  and  of  the  burning  of  the  armed 
schooner  and  badly  wounding  the  captain;  so  I 
shall  write  no  more  concerning  that  affair  (though 
I was  on  the  wharf  when  the  boats  were  manned 
and  armed,  and  know  the  principal  actors)  lest  it 
should  be  too  much  spread  abroad;  and  perhaps 
you  have  seen  the  thundering  proclamation  in  the 
newspaper,  and  the  reward  of  £100  sterling,  of- 
fered to  any  person  or  persons  who  shall  discover 
the  perpetrators  of  the  said  villainy,  as  it  is  called. 

The  clock  strikes  eleven.  We  take  no  note  of 
time  but  from  its  loss  * * * 

SEEBERT  J.  GOLDOWSKY,  M.D.  of  Providence, 
Rhode  Island,  Editor-in-Chief,  The  Rhode  Island 
Medical  Journal;  Medical  Director,  Blue  Cross — 
Blue  Shield. 


From  your  affectionate  brother  and  sincere 
friend, 

Solomon  Drowne,  junr. 

This  thumbnail  sketch  accompanied  the  episto- 
lary fragment: 

SOLOMON  DROWNE,  M.D.,  was  born  in  Provi- 
dence, R.  I.,  in  the  11th  of  March,  1753;  and  after 
graduating  at  Brown  University,  in  1773,  and  com- 
pleting his  medical  studies  in  the  University  of 
Pennsylvania,  he  entered  the  Revolutionary  Army 
as  a surgeon.  On  the  20th  of  November,  1777,  he 
married  Elizabeth  (daughter  of  Thomas  and  Honora) 
Russell,  of  Boston,  Mass.,  who  was  born  April  16th, 
1757,  and  died  in  Foster,  R.  I.,  May  15th,  1844.  At 
the  conclusion  of  the  war,  he  practiced  medicine  for 
a time  in  his  native  city;  visited  the  medical  schools 
and  hospitals  in  London  and  Paris,  in  1784;  was 
one  of  the  founders  of  Marietta,  Ohio,  and  delivered 
there  a Funeral  Eulogy  on  General  Varnum,  and 
also  the  first  Anniversary  Oration  in  commemora- 
tion of  the  settlement  on  the  7th  of  April,  1789. 
After  residing  for  several  years  in  Virginia  and 
Pennsylvania,  he  returned  to  Rhode  Island  in  1801, 
and  settled  in  Foster,  where  he  passed  the  remainder 
of  his  days  in  professional,  agricultural  and  literary 
pursuits.  In  1811  he  was  appointed  Professor  of 
Materia  Medica  and  Botany,  in  Brown  University; 
and  in  1819  served  as  a delegate  to  the  Convention 
which  formed  the  National  Pharmacopoeia.  During 
his  latter  years,  he  published  a work  on  agricul- 
ture, and  many  scientific  and  literary  papers,  and 
delivered  several  Addresses  and  Orations,  all  of 
which,  bear  the  marks  of  a highly  cultivated  taste, 
ripe  scholarship,  and  extensive  research.  He  died 
on  the  5th  of  February,  1834. 

z 


September,  1972 


287 


Editorials 


SEEBERT  J.  GOLDOWSKY,  M.D.,  EDITOR  OF  THE 
RHODE  ISLAND  MEDICAL  JOURNAL 


For  more  than  eleven  years,  Seebert  J.  Goldow- 
sky,  M.D.  has  been  the  Editor  in  Chief  of  the 
Rhode  Island  Medical  Journal.  For  all  these 
years  the  Editor  has  never  been  dull  and  the  Jour- 
nal but  rarely.  Sometimes  controversial,  always 
honest,  of  high  intelligence  and  integrity,  a skilled 
surgeon,  writer,  author  and  historian,  he  has  stead- 
ily raised  the  Rhode  Island  Medical  Journal  to 
its  present  high  level  of  excellence. 

It  has  not  been  easy  for  him.  The  editorial  bur- 
den has  rested  almost  completely  on  his  shoulders. 
His  editorials  — interesting,  scientific  and  always 
concerning  the  art  and  science  of  medicine  — have 
attained  widespread  respect  and  praise  for  their 
high  literary  and  scientific  excellence. 

Recently  Doctor  Goldowsky  has  been  named  full 
time  Medical  Director  of  the  Rhode  Island  Blue 


Cross — Blue  Shield  health  plan  to  which  position 
he  brings  considerable  knowledge  and  past  ex- 
perience since  he  has  worked  part  time  with  these 
plans  for  many  years  as  a representative  of  the 
Rhode  Island  Medical  Society. 

We  wish  Doctor  Goldowsky  well  in  his  new  Blue 
Cross — Blue  Shield  endeavors  — and  we  are  de- 
lighted at  this  time  to  express  our  long  overdue 
appreciation  for  his  years  of  excellent  service  as 
Editor-in-Chief  of  the  Rhode  Island  Medical 
Journal.  We  have  complete  confidence  that  his 
outstanding  record  will  be  maintained  in  the 
future. 

Ad  mult  os  annos! 

JOHN  A.  DILLON,  M.D., 

Chairman, 

Publications  Committee 


MEDICAL  SPECIALTIES  AND  ORGANIZED  MEDICINE 


The  sharp  rise  in  medical  specialization  in  the 
United  States,  having  its  genesis  in  the  emphasis 
on  basic  sciences  in  the  Flexner  Report  of  1910 
and  accelerated  by  the  experiences  of  those  who 
served  in  World  War  II,  resulting  in  a rapid  in- 
crease in  the  number  of  specialty  residencies,  has 
had  a profound  effect  on  organized  medicine.  With 
an  increasing  majority  of  physicians  practicing  in 
specialties,  attitudes  toward  organized  medicine 
have  inevitably  been  affected. 

Rosemary  Stevens  in  American  Medicine  and 
the  Public  Interest  describes  in  historical  per- 
spective the  egalitarian  tradition  of  the  American 
Medical  profession  and  how  it  resisted  the  forma- 
tion of  an  elite.  The  need  for  control  of  quality 
in  specialty  practice  led  to  the  development  of 
specialty  boards  and  societies  outside  the  AMA. 

Three  centripetal  forces  have  tended  to  weaken 
the  AMA  in  recent  years.  The  emphasis  in  the 
House  of  Delegates  has  been  on  the  private  prac- 
tice of  medicine,  with  the  balance  of  power  held 


by  the  general  practitioners.  The  ideology  and 
philosophy  of  the  House  have  been  moderate  to 
conservative.  The  more  conservative  and  the  more 
liberal  members  have  felt  alienated,  complaining 
that  the  AMA  doesn’t  represent  them.  Likewise, 
the  specialists,  although  represented  in  the  spe- 
cialty sections,  have  often  felt  much  closer  to 
their  specialty  societies  than  to  the  AMA.  Many 
academics,  a group  that  at  one  time  was  a power 
in  the  AMA,  have  in  recent  years  looked  upon  it 
with  suspicion,  and  the  membership  at  large  have 
often  returned  the  compliment. 

There  is  now  a determined  effort  in  the  AMA 
to  heal  these  breaches.  A Council  of  Medical  Spe- 
cialty Societies  has  been  formed.  Liaison  between 
the  specialty  sections  and  the  specialty  societies 
has  been  greatly  strengthened.  The  purpose  has 
been  to  effect  greater  cooperation  in  preparing  and 
improving  the  scientific  programs  of  the  specialty 
sections  and  in  increasing  the  influence  of  the 
specialty  sections  in  the  House  of  Delegates.  At 
the  recent  Annual  Meeting  of  the  AMA  better 
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quality  of  the  section  meetings  and  better  attend- 
ance reflected  these  changes. 

Many  of  the  problems  of  the  national  organiza- 
tion are  experienced  locally.  Attendance  at  meet- 
ings of  The  Rhode  Island  Medical  Society  and 
of  the  District  Societies  has  often  been  disappoint- 
ing. One  answer  to  this  problem  is  to  achieve 
greater  involvement  by  the  specialty  groups. 

To  find  a means  of  representing  the  various 
groups  to  their  satisfaction  is  a difficult  challenge. 

The  general  or  family  practitioners,  the  specialists, 
the  middle-of-the-roaders,  the  liberals,  the  con- 
servatives, the  fee-for-service  solo  practitioners, 
the  physicians  in  private  group  practice,  those 
in  prepaid  group  practice,  the  full-time  academics 
(basic  scientists  or  clinicians),  government  doc- 
tors (e.g.  VA),  interns,  residents,  and  students 
have  different  and  at  times  conflicting  interests. 
Fragmentation  is  not  the  answer. 

There  is  only  one  organization  nationally  that 
represents  all  doctors  — the  AMA.  On  the  local 
scene  that  task  rests  with  The  Rhode  Island  Medi- 
cal Society.  Members  at  the  ideological  periphery 

FEE  SCHEDULES 

At  recent  Rhode  Island  Blue  Shield  rate  hear- 
ings, Mr.  Albert  B.  West,  Director  of  Business 
Regulation,  advised  the  Corporation  to  consider 
increasing  the  income  limits  of  Plans  A ($4,000) 
and  B ($6,000)  or  create  a new  plan  with  higher 
limits.  He  pointed  out  that  the  limits  are  unreal- 
istic in  the  present  economy  and  cover  in  full 
fewer  and  fewer  families.  It  has  long  been  the 
desire  of  Blue  Shield  to  discontinue  Plan  A en- 
tirely, but  it  has  been  enjoined  from  doing  so  by 
the  present  director  and  his  predecessors. 

We  agree  that  adequate  coverage  is  desirable 
for  everyone.  Plan  U (usual,  customary,  or  rea- 
sonable) was  created  for  this  purpose.  It  covers 
many  individuals  and  local  and  national  groups. 

It  has  worked  well  and  has  been  growing  steadily, 
while  Plan  B has  been  gradually  replaced.  Plan  A, 
while  offered  for  resutscription,  is  rot  actively 
marketed  and  covers  only  a small  percentage  of 
subscribers. 

What  other  factors  are  relevant?  The  advent 
of  Medicare  firmly  established  the  principle  of 
usual,  customary,  or  reasonable.  Despite  early 
fears,  the  plan  has  operated  satisfactorily  for  both 
the  public  and  the  medical  profession.  A high  pro- 
portion of  Rhode  Island  elderly  have  their  medical 


must  show  tolerance  for  the  great  majority  of  phy- 
sicians, whose  mission  it  is  to  reconcile  the  differ- 
ences. To  meet  the  problems  and  aspirations  of 
all  groups  new  approaches  must  be  explored. 

Fostering  greater  involvement  of  the  various 
specialties  and  practice  categories  is  an  urgent 
problem  now  being  faced  by  the  Committee  on 
Long  Range  Planning  of  The  Rhode  Island  Medi- 
cal Society. 

Among  matters  which  require  specialty  group 
participation  are  peer  review,  legislative  affairs 
and  attendant  legislative  petition,  socioeconomic 
and  political  problems,  relations  with  third  party 
payors  and  government,  education  (undergraduate, 
graduate,  and  continuing),  and  hospital  practice. 
All  are,  of  course,  germane  to  the  business  of  The 
Rhode  Island  Medical  Society.  Yet  mechanisms 
of  formal  involvement  rather  than  haphazard 
liaison  is  essential  for  sustained  achievement. 

The  Rhode  Island  Medical  Society  Committee 
on  Long  Range  Planning  in  addressing  itself  to 
the  problem  of  how  best  to  coordinate  activities 
of  the  disparate  medical  groups  in  the  state  will 
strengthen  organized  medicine  in  Rhode  Island. 

ONCE  AGAIN 

bills  paid  in  full  by  subscribing  to  Plan  65,  which 
covers  deductibles  and  coinsurance.  The  Federal 
Employees  Program  (FEP),  which  also  utilizes 
the  UC'R  concept  in  its  high  option  coverage, 
while  more  expensive  than  projected,  has  also 
functioned  to  the  satisfaction  of  both  beneficiaries 
and  the  medical  profession. 

CHAMPUS  for  military  dependents  likewise 
pays  on  a usual,  customary,  and  reasonable  basis. 
Welfare  and  Medicaid  fees  are  paid  for  in  accord- 
ance with  Rhode  Island  Bllue  Shield  Plan  B fee 
schedules,  modified  to  allow  payments  for  some 
services  on  a limited  usual  and  customary  basis. 
These  plans  too  have  proved  to  be  reasonably 
satisfactory  for  the  beneficiaries,  the  medical  pro- 
fession, and  the  state  and  local  social  agencies. 

Persons  in  the  Medicare  age  group,  but  of  mar- 
ginal income  or  on  welfare,  have  their  Part  B 
Medicare  premiums  paid  for  by  the  State  Depart- 
ment of  Social  Welfare  and  Rehabilitative  Serv- 
ices. In  these  cases  physicians  receive  as  payment 
in  full  80  per  cent  of  usual,  customary,  or  reason- 
able (the  state  pays  deductibles,  but  not  coinsur- 
ance). This  again  has  worked  out  reasonably  well 
for  all  concerned. 

(Continued  on  Next  Page) 
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To  begin  tinkering  with  Plans  A or  B at  this 
stage  of  history  would  be  a definite  step  backward. 
To  add  another  plan  with  higher  income  limits 
would  merely  perpetuate  the  present  inadequacies. 
The  new  plan  would  inevitably  in  the  course  of 
time  become  obsolete.  Wl  o can  predict,  for  exam- 
ple, how  long  a Plan  C with  an  income  limit  of 
say  $10,000  would  be  useful?  Adding  plans  or 
increasing  income  limits  is  like  a dog  chasing  his 
tail.  Changing  of  fee  schedules  (including  income 
limits)  or  the  establishment  of  new  fee  schedules 
requires,  according  to  the  bylaws,  action  by  the 
Corporation  of  Blue  Shield,  and  has  always  proved 
to  be  difficult. 

For  subscribers  or  industries  unable  for  eco- 
nomic reasons  to  go  from  Plan  B to  Plan  U,  it 
may  be  useful  to  provide  a new  plan  analogous 


to  Part  B of  Medicare,  using  the  coinsurance  con- 
cept, but  having  no  deductibles  (which  are  always 
an  irritant  and  produce  many  problems  for  both 
patient  and  provider).  Where,  for  example,  indus- 
try would  provide  coverage  for  perhaps  80  per 
cent  of  usual,  customary,  or  reasonable,  a supple- 
mentary plan  could  be  offered  to  the  employe 
consumers  on  a voluntary  basis,  as  Plan  65  is 
made  available  to  Part  B Medicare  subscribers. 

We  believe  that  mechanisms  such  as  these  should 
be  fully  explored,  but  feel  strongly  that  reviving 
the  fixed  fee  schedule  concept  at  this  late  date 
would  be  illogical  and  unrealistic.  A renewed  effort 
to  impose  upon  the  medical  profession  the  under- 
writing of  the  social,  political,  and  economic  short- 
comings of  the  community  would  not  be  well  re- 
ceived. 


TOWN  AND  GOWN 


Last  Spring  every  member  of  The  Rhode 
Island  Medical  Society  received  the  following  let- 
ter from  Doctor  Pierre  Galletti,  Chairman  of  the 
Division  of  Biological  and  Medical  Sciences  at 
Brown  University: 

Last  week,  the  Faculty  and  Corporation  of 
Brown  University,  through  separate  votes,  ex- 
pressed their  support  for  the  planning  and  de- 
velopment of  a full  medical  education  program 
at  Brown  University  and  in  its  affiliated  hos- 
pitals. This  expression  of  confidence  and  com- 
mitment resulted  in  no  small  measure  from  the 
support  given  to  the  concept  of  a medical  school 
by  the  responsible  elements  of  our  community, 
and  most  significantly  by  the  council  and  the 
members  of  the  State  Medical  Society. 

This  letter  is  written  to  express  my  personal 
appreciation  to  all  of  you.  Indeed,  the  decision 
reached  last  week  marks  the  end  of  a phase  of 
medical  education  in  Rhode  Island,  and  hope- 


fully the  beginning  of  a new  one.  As  medical 
education  at  Brown  moves  away  from  exclusive 
reliance  on  laboratory  and  hospitals,  and  in- 
corporates ambulatory  care  in  its  various  set- 
tings, I know  that  our  teaching  plans  will  criti- 
cally depend  upon  the  collaboration  of  many 
among  you.  I hope  that  you  will  want  to  par- 
ticipate in  our  undergraduate  and  graduate 
medical  education  programs,  and  that  your  par- 
ticipation will  continue  and  expand  as  the  pro- 
gram evolves. 

We  welcome  this  invitation  to  participate  in 
the  Educational  Program  at  Brown  University 
and  look  upon  it  as  an  auspicious  indication  of 
good  relations  between  the  medical  academic  com- 
munity and  the  practicing  physicians  of  Rhode 
Island. 

It  augurs  well  for  a growth  of  mutual  interests 
and  an  increasingly  cordial  partnership. 

z 


PULMONARY 

Recipe  for  respiratory  arrest:  a patient  requir- 
ing a.  diagnostic  procedure  (and  ill),  a need  for 
a quiet  subject,  a medicated  patient,  a dark  room, 
and  a busy  schedule.  Mix  these  in  equal  parts 
and  add  a dash  of  soft  tissue  obstruction,  quiet 
regurgitation,  copious  secretions,  diminished  cough 
reflex,  and  occasional  hematoma.  Time  to  prepare 
can  be  as  little  as  two  to  four  minutes  and  easily 
serves  one.  Notice  the  venous  pCL  equals  arterial 
equals  5-10  mm  Hg.  Arterial  blood  pressure  and 
heart  rate  fall,  and  cardiovascular  collapse  ensues. 


RESUSCITATION 

If  detected  at  an  early  enough  stage,  a simple 
pulmonary  resuscitation  may  suffice.  Various  ad- 
juncts are  described,  including  the  rational  use 
of  oxygen  in  high  inspired  concentration.  Practical 
methods  are  stressed.  Positive  pressure  ventilation 
methods  may  require  endotracheal  intubation  tech- 
niques for  various  reasons.  These  are  discussed. 

Eugene  L.  Nagel,  m.d. 

Department  of  Anesthesiology 
University  of  Miami  School  of 
Medicine 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  ma 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  anti  tussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

(32.4  mg.)  gr.  i/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 
\ gr.3y2,phen- 

acetin  gr. 

2 caf- 
feine gr.  i/2 . 

Bottles  of 
100  and 


But  for  relief  of  Western 

EMPI 

COMPOUND  c 

CODEINE 


Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


Break  the 
ulcer  circuit 
te  hyperacidity, 
hypermotility  and 

ulcer  pain. 

Pro-Banthme' , 

propantheline  bromide 

H Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure  all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  in  acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted.  . 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  posiibiMv  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication.  . , , . 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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□ moreneutralizing action  per 


D without  the  acid  rebound 
associated  with  calcium  carbonate 
pleasant  tasting  / rapidly  effective 
I nor i-constipating/  non-laxating 


LIQUID 

aluminum  and  magnesium  hydroxides  plus^methSITe 


high  potency  antacid 
relief  of  ulcer  pain 


STUART  PHARMACEUTICALS 


T * 'C1  America  ,nc' 1 Wil"'"'8.on,  Del.  ,9899 1 Pasadena,  Calif. 
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PERIPATETICS 

(Continued  From  Page  274) 

DONALD  FITZPATRICK,  D.  RICHARD 
BARON  I AN,  and  FRANK  FRATANTUONO  re- 
cently attended  the  annual  meeting  of  the  Amer- 
ican Society  of  Internal  Medicine  in  Atlantic  City. 
They  are  officers  of  the  local  chapter  of  the  So- 
ciety. Doctor  Fratantuono,  along  with  HENRY 
UHL,  SALVATORE  GIARRATANO,  VINCENT 
DE  CONTI,  FRANK  D ’ ALESS AN D RO,  and  S. 
K.  KAAN,  attended  a recent  meeting  of  the  Amer- 
ican College  of  Physicians  in  Atlantic  City. 

* * * 

At  the  annual  Medical  Staff  Association  meet- 
ing of  The  Miriam  Hospital  held  recently,  the  fol- 

lowing officers  were  elected:  MELVIN  D.  HOFF- 
MAN, President;  MARTIN  E.  FELDER,  Vice 
President;  HENRY  M.  LITCHMAN,  Secretary; 
anncl  GUSTAF  SWEET,  Treasurer. 

=1=  * * 

GILBERT  HOUSTON,  RICHARD  L.  PE- 
TERS, ARNOLD  PORTER,  annd  ROBERT  L. 
CONRAD,  attended  the  first  New  England  Con- 
ference on  Emergency  Medical  Services  sponsored 
by  the  Division  of  Emergency  Health  Services  of 
the  U.  S.  Public  Health  Service.  Also  in  attend- 
ance was  Mr.  Edward  J.  Lynch,  Assistant  Execu- 
tive Secretary  o*f  the  Society.  Doctor  Conrad, 
Chairman  of  the  Society’s  Emergency  Medical 
Services  Committee  was  a session  chairman  dur- 
ing a part  of  the  conference. 

* * * 

RICHARD  BARONIAN  has  been  installed  as 

President  of  the  Rhode  Island  Society  of  Internal 
Medicine. 

* * * 

DAVID  BARRY,  Chief  of  the  Division  of 

Neurosurgery  of  St.  Joseph’s  Hospital’s  Medical 
Staff,  was  recently  elected  President  of  the  New 
England  Neurosurgical  Society  at  the  Society’s 
annual  meeting  in  Boston. 

* * * 

HERBERT  EBNER,  Chief  of  the  Department 
of  Anesthesiology,  spoke  at  the  24th  annual  -con- 
vention of  the  Middle  Atlantic  Assembly  of  Nurse 
Anesthetists  at  Atlantic  City,  New  Jersey.  His 
speech  was  entitled  “The  First  Breath  and  Its 
Problems”. 

* * * 

ALBERT  S.  MOST  has  been  named  President 
of  the  Rhode  Island  Heart  Association.  DAVID 
KITZES  has  been  elected  Vice  President. 

(Continued  on  Next  Page) 


“Your  dinner  was 
perfect  — from  soup 
to  ‘Dicarbosil’ ” 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


liARY  LABORATORY,  INC 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin/Digitoxin 

• Plasma  Cortisol 

• B12  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 
Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 
Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 
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RICHARD  TESTA  and  ROBERT  INDEGLIA 
are  volunteer  advisors  of  the  Medical  Explorer 

Post  sponsored  by  St.  Joseph’s  Hospital. 

* * * 

CHARLES  MILLARD,  assistant  physician,  De- 
partment of  Medicine,  Rhode  Island  Hospital, 
has  been  assigned  Rhode  Island's  first  Physician 
Assistant.  He  is  Joseph  Massoro,  a Dartmouth 
Medex. 

* * * 

BEN  C.  CLAUNCH,  chief  of  the  pulmonary 
disease  section  of  the  Veterans’  Administration 
Hospital,  has  been  elected  president  of  the  Rhode 
Island  Thoracic  Society,  succeeding  JORGE 
BENAVIDES.  The  society  is  the  medical  section 
of  the  Rhode  Island  Tuberculosis  and  Respira- 
tory Disease  Association. 


Serving  with  him  will  be  ROBERT  BAUTE, 
vice  president  and  program  chairman;  ORLANDO 
ARMADA,  secretary-treasurer;  HERBERT  P. 
CONSTATINE,  representative  councillor  to  the 
American  Thoracic  Society;  and  JAMES  F.  VALI- 
CENTI  annd  ROBERT  H.  DURIE,  members  at 
large  to  the  executive  committee. 

Doctor  Benavides  remains  a member  of  the 

executive  committee. 

* * * 

FRANCESCO  RONCHESE  attended  the  Four- 
teenth International  Congress  of  Dermatology  om 
Venice-Padua,  Italy.  He  presided  over  the  first 
session  on  dermatologic  therapy  and  read  a paper 
titled  “The  Skin  as  a Mirror  of  Oral  Disorders.” 


Continuing  Medical  Education  for  the  Practicing  Physician 


A symposium  to  be  held  November  18,  1972  under  the  sponsorship  of  the 
Brown  University  Section  of  Surgery  in  the  Division  of  Biomedical  Sciences, 
and  the  Rhode  Island  Chapter  of  the  American  College  of  Surgeons  in  the 
George  Auditorium,  Rhode  Island  Hospital. 

Chairman:  Dr.  Henry  T.  Randall,  Professor  of  Medical  Science  and  Section 

Head,  Section  of  Surgery,  Division  of  Biological  and  Medical  Sci- 
ences, Brown  University;  Surgeon-in-Chief,  Department  of  Surgery, 
Rhode  Island  Hospital. 


8:30  a.m. 
8:45  a.m. 


9:20  a.m. 


9:55  a.m. 


10:30  a.m. 
10:50  a.m. 


11:25  a.m. 


11:55  a.m. 


12:30  p.m. 


Welcome 

Mr.  Lloyd  L.  Hughes,  Executive  V ice  President,  Rhode  Island  Hospital. 

THE  THYROID 
Dr.  John  J.  Canary,  F.A.C.P. 

Professor  of  Medicine  and  Director  of  the  Division  of  Endocrinology  and  Metabol- 
ism, Georgetown  University  School  of  Medicine,  Washington,  D.  C. 

THE  PARATHYROIDS 
Dr.  B.  Marden  Black,  F.A.C.S. 

Professor  of  Surgery,  Mayo  Graduate  School  of  Medicine,  University  of  Minnesota, 
Rochester,  Minnesota,  Staff  Surgeon,  Mayo  Clinic. 

ECTOPIC  ENDOCRINE  SECRETING  TUMORS 
Dr.  Mortimer  B.  Lipsett,  F.A.C.P. 

Associate  Scientific  Director,  National  Institute  of  Child  Health  and  Human  De- 
velopment, Bethesda,  Maryland. 

COFFEE  BREAK 
THE  ADRENAL  GLAND 
Dr.  Richard  H.  Egdahl,  F.A.C.S. 

Professor  of  Surgery  and  Chairm  an  of  the  Boston  University  School  of  Medicine, 
Chief  of  Surgery,  University  Hospital,  Boston,  Massachusetts. 
NEUROENDOCRINE  TUMORS 
Dr.  Seymour  Reichlin,  F.A.C.P. 

Professor  of  Medicine,  Tufts  University  School  of  Medicine,  Chief  of  Endocrinology 
Service,  New  England  Medical  Center  Hospital,  Boston,  Massachusetts. 
QUESTION  PERIOD 

Moderator:  Dr.  Milton  W.  Hamol  sky,  Professor  of  Medical  Science,  Division  of 
Biological  and  Medical  Sciences,  Brown  University;  Physician-in-chief,  Department 
of  Medicine,  Rhode  Island  Hospital. 

ADJOURN 
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AMA  REPORT 

(Concluded  From  Page  272) 
continue  the  AMA  Group  Disability  Insurance 
Program.  The  contract  is  to  run  five  years,  ending 
September  1,  1977,  although  the  program  is  not 
guaranteed  beyond  September  1,  1974.  There  will 
be  no  increase  in  premium,  but  benefits  will  be 
reduced  by  50  per  cent  from  age  65  through  69, 
and  an  additional  50  per  cent  at  age  70,  remain- 
ing at  that  level  for  life.  The  amount  of  benefits 
payable  for  accidents  will  be  reduced  the  same 
as  sickness  benefits.  The  Board  said  Fireman’s 
Fund  insisted  on  the  change  and  that  no  alternate 
carrier  could  be  found. 

ASSOCIATION  AND  HOUSE  MATTERS 

Several  proposals  dealing  with  AMA  structure 
and  delegate  representation  and  terms  of  office 
were  considered.  The  House  adopted  a resolution 
endorsing  the  preservation  of  the  AMA  as  a fed- 
eration of  constituent  and  state  medical  associa- 
tions, with  proportionate  representation  as  at 
present.  It  also  directed  the  Council  on  Long  Range 
Planning  and  Development  “to  consider  and  ex- 
plore any  and  all  methods  whereby  medical  spe- 
cialty societies  and  other  medical  organizations 
may  have  more  input  into  the  AMA  ...”  The 
question  of  geographic  representation  on  the  Board 
of  Trustees  also  was  referred  to  the  Council,  with 
instructions  to  report  back  no  later  than  the  next 
annual  meeting.  On  a proposal  that  trustees  be 
limited  to  one  six-year  term,  the  House  voted  to 
ballot  on  thee  matter  at  the  1972  clinical  meet- 
ing. The  ballot  will  contain  four  choices  for  trustee 
terms:  3-year  term,  maximum  3 terms,  as  at  pres- 
ent; 3-year  term,  maximum  2 terms;  4-year  term, 
maximum  2 terms,  and  6-year  term,  maximum  1 
term. 

Resolution  must  be  submitted  to  Headquarters 
no  later  than  30  days  prior  to  opening  of  the  ses- 
sion at  which  it  is  to  be  considered,  the  House 
decreed.  However,  a constituent  society  whose 
House  adjourns  during,  or  one  week  before,  the 
30-day  period  is  allowed  7 days  after  its  meeting 
ends  to  submit  resolutions. 

MISCELLANEOUS 

The  House  adopted  a report,  which  says,  “In- 
surance carriers  should  be  urged  to  provide  non- 
discriminatory  coverage  for  alcoholism  and  drug 
dependence”. 

The  Interspecialty  Committee  was  elevated  to 
the  status  of  Interspecialty  Council.  Since  the 
committee’s  establishment  in  1966,  a board  re- 
port said,  it  has  enabled  representatives  of  spe- 
cialty groups  “to  confer  and  exchange  ideas  on 
September,  1972 


major  issues  confronting  medicine,  and  has  enabled 
the  specialty  societies  to  participate  in  the  formu- 
lation of  AMA  policy  decisions”. 

Essentials  of  approved  educational  programs  for 
urologic  physicians’  assistants,  respiratory  therapy 
technician  and  respiratory  therapist,  and  for  medi- 
cal assistants  in  pediatrics  were  adopted.. 

Paul  Dudley  White  of  Boston,  internationally 
famed  heart  specialist,  received  the  fifth  annual 
Sheen  Award  (including  a check  for  $10,000)  for 
outstanding  contributions  to  medicine. 


LASER  PHOTOCOAGULATION 

(Concluded  From  Page  281) 

8Okun  E:  The  effectiveness  of  photocoagulation  in 
the  therapy  of  proliferative  diabetic  retinopathy 
(PDR).  A controlled  study  in  50  patients.  Trans 
Am  Acad  Ophthalmol  Otolaryngol  72:246-52,  Mar- 
Apr  68 

9Aiello  LM,  Beetham  WP,  et  al.:  Ruby  laser  photo- 
coagulation and  treatment  of  diabetic  retinopathy. 
In  Symposium  on  the  Treatment  of  Diabetic  Ret- 
inopathy, edited  by  MF  Goldberg  and  SL  Fine. 
U.S.  Public  Health  Service  Publication  #1890, 
1968.  Pp.  437-63 

10L’Esperance  FA,  Jr:  The  pathologic  hemodynamics 
of  diabetic  retinopathy:  A theory.  Am  J Ophthal- 
mol 71:251-60,  Jan  (pt.  2)  71 
nGeltzer  AI,  Berson  EL:  Fluorescein  angiography 
of  hereditary  retinal  degenerations.  Arch  Opthal- 
mology  81:776-81,  June  69 
12David  M,  Fine  SL,  Goldberg  MF,  et  al.:  O’Hare 
Classification.  Des  Plaines,  Illinois,  June  29,  1968 
13Patz  A,  Berkow  JW:  Visual  and  systemic  progno- 
sis in  diabetic  retinopathy.  Trans  Am  Acad  Oph- 
thalmol Otolaryngol  72:253-8,  Mar- Apr  68 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


HEALTH  HAVENS 

NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


NEW  ENGLAND  SOCIETY  OF 
PHYSICAL  MEDICINE 

Treadway  Inn.  Newport.  Rhode  Island 
Saturday,  October  7,  1972 

9 :00  a.m.  Registration  and  Coffee 

9:30  a.m.  Electrodiagnostic  Services  in  a General 
Hospital  Setting-A  Three  Year  Ex- 
perience— Henri  L.  Pache,  M.D.,  R.  I. 
Hospital 

10:15  a.m.  Wheelchair  Sports — An  Important  Re- 
habilitation Dimension — Philip  Boucher, 
Mountain  Center,  Greenfield,  N.H. 

11:00  a.m.  Severe  Communication  Problems  in  Re- 
habilitation— Some  Engineering  Con- 
siderations and  Answers — Loren  Wy- 
more,  Raytheon  Co.,  Portsmouth,  R.  I. 

11:45  a.m.  A Stroke  Unit  in  an  Acute  General 
Hospital  — Cairbre  McCann,  M.D., 
Rhode  Island  Hospital 

12:30  p.m.  — LUNCH  — 1:30  p.m. 

2:00  p.m.  Acupuncture  As  A Physical  Modality. 

A Talk  and  Demonstration — Sung  J. 
Liao,  M.D.,  Middlebury,  Connecticut 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  ncccfed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 
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To  help  you  manage  excessive  psychic  tension 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 
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Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 
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Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  'of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 
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COMPLICATIONS  OF  PLASTER  AND  TRACTION 
James  W.  Harkness,  M.D. 


Thursday,  November  2,  1972 

NEUROTIC  ASPECTS  OF  DEATH 

Edwin  S.  Shneidman,  Ph.D. 

Professor  of  Medical  Psychology  and  Director 
Laboratory  for  the  Study  of  Life  Threatening  Be- 
havior, University  of  California,  Los  Angeles 

FIFTEENTH  ANNUAL  MEETING,  DEPARTMENT  OF 
ORTHOPAEDIC  SURGERY  AND  FRACTURES 
Presentation  of  Problem  Cases 

ARTHROPLASTY  OF  ELBOW 

MURRAY  S.  DANFORTH  ORATION 
William  S.  Smith,  M.D. 

Surgeon-in-Chief  Pro-Tempore 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 

1 p.m. 


Butler  Health  Center 
Ray  Hall 
4:30  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
9:30  a. m. -12:30  p.m 

George  Auditorium 
8:30  p.m. 


Friday,  November  3,  1972 

FIFTEENTH  ANNUAL  MEETING,  DEPARTMENT  OF 
ORTHOPAEDIC  SURGERY  AND  FRACTURES 
Presentation  of  Problem  Cases 


Rhode  Island  Hospital 
George  Auditorium 
9 a.m.-l  2 Noon 


Saturday,  November  4,  1972 

FIFTEENTH  ANNUAL  MEETING,  DEPARTMENT  OF 
ORTHOPAEDIC  SURGERY  AND  FRACTURES 
FOOT  PROBLEMS  - CRADLE  TO  GRAVE 
William  S.  Smith,  M.D. 


Rhode  Island  Hospital 
George  Auditorium 
9:30  a.m. 


NEPHROTIC  EDEMA 


Monday,  November  6,  1972 


Jack  Metcoff,  M.D- 

Professor  of  Pediatrics,  Biochemistry  and  Mo- 
lecular Biology,  University  of  Oklahoma  Health 
Sciences  Center 


Rhode  Island  Hospital 
George  Auditorium 
12  Noon 


Wednesday,  November  8,  1972 

BENIGN  TUMORS  OF  BONE 


George  F.  Meissner,  M.D. 

Associate  Director,  Department  of  Pathology 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 


MEDICAL  EVENTS  CALENDAR 


Thursday,  November  9,  1972 

OBSESSIVE-COMPULSIVE  BEHAVIOR 
Leon  Salzman,  M.D. 

Deputy  Director,  Bronx  State  Hospital;  Clinical 
Professor  of  Psychiatry,  Albert  Einstein  College  of 
Medicine 


Friday,  November  10,  1972 

DIFFERENTIAL  DIAGNOSIS  OF  THE  RETARDED  CHILD 
Murray  Feingold,  M.D. 

Associate  Professor  of  Pediatrics,  Tufts  University 
School  of  Medicine;  Chief  of  Ambulatory  Pedia- 
trics Services,  Boston  Floating  Hospital 

THE  CONTRACTION  OF  THE  FAILING  HEART 
Eugene  Braunwald,  M.D. 

Physician-in-Chief,  Hersey  Professor  of  the  Theory 
and  Practice  of  Physic,  Peter  Bent  Brigham  Hos- 
pital 

Wednesday,  November  15,  1972 

MALIGNANT  TUMORS  OF  BONE 
George  F.  Meissner,  M.D. 


Thursday,  November  16,  1972 

SLEEP  AND  PSYCHOPATHOLOGY 
Ernest  L.  Hartmann,  M.D 

Director,  Sleep  and  Dream  Laboratory,  Boston 
State  Hospital;  Associate  Professor  of  Psychiatry, 
Tufts  University  School  of  Medicine 

Saturday,  November  18,  1972 

ENDOCRINE  DISORDERS  AMENABLE  TO  SURGERY: 

RECENT  ADVANCES  IN  DIAGNOSIS  AND  TREATMENT 


Wednesday,  November  29,  1972 

UPPER  EXTREMITY  PROSTHESES 
Cairbre  B.  McCann,  M.D. 

Director  of  Rehabilitative  Medicine,  Rhode  Island 
Hospital 

OVERALL  APPROACH  TO  COMMON  OVERDOSES 
Jan  Koch-Weser,  M.D. 

Associate  Professor  of  Pharmacology,  Harvard 
Medical  School  and  Assistant  Physician,  Massa- 
chusetts General  Hospital 

Thursday,  November  30,  1972 

CHANGING  CONCEPTIONS  OF  NEUROSIS  AND  THE 
EMERGENCE  OF  GROUP  PSYCHOTHERAPY 
O.  Hobart  Mowrer,  Ph.D. 

Research  Professor  of  Psychology,  University  of 
Illinois  at  Urbana-Champaign 


Butler  Health  Center 
Ray  Hall 
4:30  p.m. 


Pawtucket  Memorial  Hospital 
Richardson  Lecture  Room  1 
10  a m. 


Brown  University 
Barus  Holley  168 
4 p.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Butler  Health  Center 
Ray  Hall 
4:30  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
8:30  a. m. -12:30  p.m. 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Pawtucket  Memorial  Hospital 
Richardson  Lecture  Room  1 


Butler  Health  Center 
Ray  Hall 
4:30  p.m. 


Book  Reviews 

IN  CRITICAL  CONDITION:  The  Crisis  in 

America’s  Health  Care  by  Edward  M.  Kennedy. 

New  York,  Simon  and  Schuster,  1972.  $6.95 

This  slender  volume  by  the  sage  of  Chappaquid- 
diek  blandly  proposes  an  explosive  revolution  in 
the  delivery  of  medical  care. 

The  format  consists  of  a series  of  bleeding  heart 
cases  culled  from  the  Senator’s  sub-committee 
hearings  from  which  he  draws  sweeping,  sometimes 
untenable  conclusions.  For  example,  he  speaks  of 
8 hour  waiting  periods  in  “crowded  emergency 
rooms”.  He  tells  how  a utilization  review  commit- 
tee with  “terrible  institutional  callousness”  forced 
an  invalid  patient  out  of  the  hospital  “with  no 
concern  for  where  he  would  go”. 

There  are  many  unexplained  statements.  Back- 
ground material  is  usually  omitted.  Such  an  in- 
stance is  the  story  of  a Post  Office  employee  who 
had  no  medical  coverage.  His  wife  states:  “I  can’t 
remember  why  he  wasn’t  covered,  for  some  reason”. 
There  is  the  case  of  an  insurance  plan  which  would 
not  pay  for  bilateral  artificial  legs  for  a diabetic 
at  a cost  of  $1,200.  There  is  no  discussion  as  to 
whether  the  patient  would  be  able  to  use  them,  or 
whether  Federal  Vocational  Rehabilitation  services, 
designed  for  that  purpose,  were  in  fact  consulted 
or  involved. 

Then  there  is  the  peculiar  case  of  Senator 
Hughes,  who  couldn’t  get  a doctor  for  his  sick 
daughter  “because  we  couldn't  find  a doctor  who 
knew  us”.  What  he  apparently  meant  was  that  he 
wanted  her  to  be  treated  with  a medicine  which 
she  had  previously  used,  although  the  version  the 
Senator  gives  of  the  episode  is  really  not  very 
intelligible. 

The  author  mentions  the  difficulty  of  getting 
doctors  to  make  house  calls  in  low  income  areas, 
and  describes  overcrowded  waiting  rooms  in  hos- 
pitals, and  the  shunting  around  of  elderly  patients 
from  clinic  to  clinic.  One  wonders  how  national 
health  insurance  will  correct  these  deficiencies. 

There  is  an  instance  of  apparent  confusion  be- 
tween group  medical  insurance  and  workmen  s 
compensation  insurance,  when  a witness  describes 
how  an  insurance  company  told  an  employer: 
“They  can  go  and  say  your  rates  go  up  because 
last  month  you  had  five  accidents”. 

In  another  chapter  the  Senator  describes  “ex- 
pensive, decrepit,  isolated  nursing  homes  in  the 
center  of  Boston  . . . run  for  profit,  with  almost 
(Continued  on  Next  Page) 


Attractive  & Functional  Offices 


Division  of  National  Office  Supply  Co. 


ODD 


Designers  S Suppliers  of  Ollices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


LEARY  LABORATORY,  INC 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin  Digitoxin 

• Plasma  Cortisol 

• B12  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 
® Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO 
FILES  and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 

Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 

Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 


October  1972 


297 


^JdojyL 


uni 


Profile  20 


rr 


Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph-  D B.S.  M.T.  (ASCP) 


^JlojjhinS  *YI]ccl lea ( cjCalorcitorij 

335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


complete  isolation  of  the  elderly  community  — - 
truly  a place  to  die  a slow  and  lonely  death".  How 
national  health  insurance  will  correct  this  situation 
again  is  not  explained,  particularly  since  the  plan 
he  outlines  proposes  medical  care  in  skilled  nurs- 
ing homes  limited  to  120  days  a year. 

The  cases  described  for  the  most  part  are  pitiful. 
Many  appear  to  be  sociological  problems  in  which 
the  delivery  of  medical  care  is  only  one  factor, 
sometimes  incidental.  While  there  is  no  doubt  that 
a good  case  can  be  made  for  quality  comprehen- 
sive medical  care,  there  is  serious  doubt  as  to 
whether  thhe  Senator’s  proposals  will  solve  these 
problems. 

With  respect  to  the  text  itself,  this  reviewer 
found  the  format  rather  insulting  to  the  intelli- 
gence and  the  prose  juvenile.  There  is,  in  fact, 
some  doubt  as  to  whether  the  author  of  record 
actually  composed  the  book.  It  is  much  more 
likely  a pot-boiler  product  of  his  staff.  The  edit- 
ing is  mediocre  and  there  are  lapses  in  style,  such 
as  the  frequent  intrusion  of  split  infinitives.  There 
are  also  misspellings  such  as  striker  frame,  double 
lumbar  pneumonia,  and  electromyelogram. 

It  is  obvious,  of  course,  that  the  book  is  di- 
rected to  a lay  audience,  and  more  specifically  to 
one  of  mediocre  intelligence.  On  the  whole  it  makes 
a rather  poor  case  for  his  admirable  goal  “to  as- 
sure each  other  and  all  Americans  good  health 
care  at  a cost  they  can  afford”. 

Seebert  J.  Goldowsky,  m.d. 

sk  sfc  ;Jc 

HANDBOOK  OF  POISONING,  by  Robert  H. 

Dreisbach.  Seventh  Edition.  Los  Altos,  Lange 

Medical  Publications,  1971.  $6.00 

This  paperback  was  one  of  my  favorites  while 
I was  Director  of  the  Poison  Control  Center  at 
the  Rhode  Island  Hospital.  I would  say  it  is  one 
of  the  most  frequently  used  reference  books  on 
poisoning  cases  in  our  Emergency  Department.  It 
is  also  recommended  as  a reference  by  The  Ac- 
tional Clearing  House  of  Poison  Control  Centers 
in  Washington,  D.C. 

Its  major  advantage  is  its  brevity  and  concise- 
ness. The  first  90  pages  deal  with  an  introduction 
to  Poisoning  and  General  Comments  on  Emer- 
gency Management,  Diagnosis,  and  Evaluation  of 
Poisoning.  There  is  also  a short  chapter  on  the 
Physician’s  Legal  and  Medical  Responsibility  in 
Poisoning. 

The  next  five  chapters  are  concise  and  current 
(Continued  on  Page  299) 
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Our  specialty 

is  growing 

rust  accounts. 


We,  at  Industrial 
National  Bank,  are 
experts  in  the  care 
and  feeding  of  trust 
accounts.  We  realized, 

years  ago,  that  trusts  had  ' • advantages  for  people 
who  weren’t  millionaires.  We  geared  ourselves  for 
that.  Today  a great  number  of  moderate  and  large 
accounts  are  in  our  care.  Why?  Because  we  made 
them  grow,  and  they're  still  growing.  And  that’s  a 
matter  of  fact  which  we  will  gladly  prove.  Just  call 
Ken  Evans  at  278-6607  and  let  us  show  you  why  tH 
growth  begins  at  Industrial  National  Bank 


The 

antibiotic 
of  first 

resort... 


In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  Injectable  may  be  considered  as  initial 

• Effectiveness  against 

the  nosocomial  problem  pathogens  of  the  1970’s 

• Proven  clinical  effectiveness 


• Risk  of  toxic  reactions  is  low  in  patients  with 
normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended 

• Effective  against  pathogens  resistant  to  many 
commonly  used  antibiotics 

• Versatility  and  convenience  of  administration 


Garamycm 

gentamicin  I injectable 
sulfate 
injection 


I.M.  LV. 


Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


See  Clinical  Considerations  section  which  follows . . . 


Hie  antibiotic  to  start  with. 

*In  suspected  or  documented  gram-negative  sepsis  due  to  susceptible 
organisms,  Garamycin  Injectable  may  be  considered  as  initial  therapy.  The 
decision  to  continue  therapy  with  this  drug  should  be  based  on  the  results  of 
susceptibility  tests,  the  severity  of  the  infection,  and  the  important  concepts 
contained  in  the  Warning  Box  below. 


An  indispensable  Proven 

spectrum  for  today  “ clinical  efficacy  ““ 


Garamycin  Injectable  offers  a high 
probability  of  effectiveness  against  virtually 
all  of  the  gram-negative  pathogens  which 
are  a growing  cause  of  clinical  concern. 
Garamycin  Injectable  has  also  demonstrated 
striking  activity  against  Proteus  species, 
both  indole-positive  and  indole-negative.2 


Note:  The  photomicrographs 
of  gram-negative  organisms 
reproduced  here  were  obtained 
by  a relatively  new  process 
employing  a scanning  beam 
electron  microscope.  The 
pathogens  represented  are 
Klebsiella  pneumoniae, 
Escherichia  coli,  and  Proteus 
mirabilis.  The  colors 
shown  here  are  an  artist’s 
representation.  The 
magnification  is  10.000X. 


WARNING:  Patients  treated  with 
Garamycin  Injectable  should  be  unc 
close  clinical  observation  because  of 
potential  toxicity  associated  with  the 
use  of  this  drug. 

Ototoxicity,  both  vestibular  and 
auditory,  can  occur  in  patients,  prim 
those  with  pre-existing  renal  damage 
treated  with  Garamycin  Injectable, 
usually  for  longer  periods  or  with  hijl 
doses  than  recommended. 

Garamycin  Injectable  is  potential 



Garamycin  Injectable  may  be  lifesaving 
in  septicemia . . . may  give  a dramatic 
response  in  wounds  and  burns  complicated 
by  sepsis.  Garamycin  Injectable  has  also 
demonstrated  outstanding  results  in  serious 
gram-negative  infections  other  than  sepsis, 
such  as  serious  respiratory  infections  and 
selected  urinary  tract  infections.  To  date, 
Garamycin  Injectable  has  been  the  subject 
of  more  than  1 ,500  published  papers  and 
12  international  symposia. 


Hie  antibiotic  to  stay  with 


14-16 


A high  degree  of 
sensitivity  maintained 

Bacterial  resistance  to  Garamycin 
Injectable  has  not  been  a problem  to  date. 
In  the  laboratory,  resistance  has  been 
demonstrated  to  develop  slowly  in 
stepwise  fashion.  No  one-step  mutations  to 
high  resistance  have  been  reported.  One 
investigator  noted:  “In  the  experience  so 
far  with  [gentamicin],  which  is  7 or  8 
years,  in  centers  where  it’s  been  restricted 
to  parenteral  use,  resistance  has  not 
appreciably  changed.’’14  Another  authority 
“. . . found  very  little  emergence  of 
resistance’’  during  eight  years  of  use.15 
In  a survey  of  published  studies  on 
resistance  to  gentamicin,  Weinstein  and 
co-workers16  report  little  change  in 
bacterial  sensitivity  since  1963  in  the 
percentage  of  sensitive  strains.  In  vitro 
sensitivity  was  determined  in  all  cases  by 

the  tube- 
dilution 
method. 


Relatively  low  incidence 
of  adverse  reactions’""’ 

As  with  certain  other  aminoglycoside 
antibiotics,  ototoxicity  (primarily 
vestibular  with  gentamicin)  and  potential 
nephrotoxicity  are  risks  of  therapy. 

Adverse  effects  on  both  vestibular  and 
auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage 
and/or  prolonged  therapy. 

In  contrast  to  kanamycin,  neomycin,  and 
streptomycin,  which  primarily- cause 
deafness  or  difficulties  in  the  auditory  end 
organs  of  the  eighth  nerve,  gentamicin 
primarily  causes  labyrinthian  dysfunction.14 
This  dysfunction,  manifested  by  dizziness 
(not  deafness)  has,  in  most  cases,  been 
transitory. 

As  to  nephrotoxicity,  according  to 
Finland,3  “as  in  the  case  of  kanamycin,  the 
nephrotoxicity  was  found  to  be  largely 
‘potential,’  and  very  little  if  any  has  been 
encountered  except  with  obviously 
excessive  doses  or  in  patients  with  already 
damaged  kidneys.” 


Garamycin 

gentamicin  I imectabl 
sulfate 
injection 


I.M./I.V. 


Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


:phrotoxic,  and  this  should  be  kept  in 
ind  when  it  is  used  in  patients  with 
e-existing  renal  impairment. 
Monitoring  of  renal  and  eighth  nerve 
notion  is  recommended  during  therapy 
patients  with  known  impairment  of 
nal  function.  This  testing  is  also 
commended  in  patients  with  normal 
nal  function  at  onset  of  therapy  who 
;velop  evidence  of  nitrogen  retention 
ncreasing  BUN,  NPN,  creatinine  or 
iguria).  Evidence  of  ototoxicity  requires 


dosage  adjustments  or  discontinuance  of 
the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be 
monitored  when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin. 


cephaloridine,  viomycin,  polymyxin  B, 
and  polymyxin  E (colistin),  should  be 
avoided. 

The  concurrent  use  of  gentamicin 
with  potent  diuretics  should  be  avoided, 
since  certain  diuretics  by  themselves  may 
cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may 
cause  a rise  in  gentamicin  serum  level 
and  potentiate  neurotoxicity. 

Usage  in  Pregnancy:  Safety  for  use  in 
pregnancy  has  not  been  established. 


See  Clinical  Considerations  section  which  follows... 


When  preculture  signs  point  to 
gram-negative  sepsis... 

Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection  40  mg./cc. 

■ach  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
:or  Parenteral  Administration 

WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and  pro- 
longed concentrations  above  12  meg. /ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  viomycin, 
polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity.  In 
addition,  when  administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and  soft 
tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
‘‘Warning  Box.”  In  the  neonate  with  suspected  sepsis  or  staphylococ- 
cal pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  (See  ‘‘Warning  Box.”) 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg./kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 
organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  include 


increased  serum  transaminase  (SGOT,  SGPT), 
increased  serum  bilirubin,  transient  hepatomegaly, 
decreased  serum  calcium;  splenomegaly,  anemia, 
increased  and  decreased  reticulocyte  counts,  granulocytopenia,  thrombe 
cytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized  burning 
joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased  saliva 
tion,  lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibrosis 
hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given  intra 
muscularly  or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  patients 
with  serious  infections  and  normal  renal  function  is  3 mg./kg./day,  admin 
istered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 
usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg./kg./day 
may  be  administered  in  three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg./kg./day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe  burns, 
or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the  rec- 
ommended route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL  1972 
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For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians' Desk  Reference.  Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033. 
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dealing  with  various  categories  which  encompass 
the  entire  spectrum  of  poisoning.  The  chapters 
covered  are  Agriculture  Poison,  Industrial  Haz- 
ards, Miscellaneous  Hazards  such  as  Cosmetic  and 
Food  Poisoning,  Medicinal  Poisons,  and  Animal 
and  Plant  Hazards. 

I feel  this  small  handbook,  which  is  worth  its 
weight  in  gold,  is  a must  for  all  physicians  dealing 
with  emergency  room  procedures  and  poisoning. 
For  that  matter  every  physician  having  patients 
should  have  this  on  his  bookshelf  in  the  office  or 
at  home,  or  both. 

Joseph  S.  Karas,  m.d. 

* * * 

ADVANCES  IN  FORENSIC  AND  CLINICAL 
TOXICOLOGY,  by  A.  S.  Curry.  Cleveland,  The 
Chemical  Rubber  Company,  1972.  $32.50 
The  purpose  of  this  took  is  to  provide  an  intro- 
duction to  the  recent  literature  on  Forensic  and 
Clinical  Toxicology.  There  are  1500  references 
covering  64  pages  which  point  to  the  complexity 
of  instrumentation  now  required  by  toxicologists. 

The  varied  chapters  are  titled  with  a chemical 
classification  and  cover  the  major  areas  of  drug 
abuse  and  pollution.  The  methodology  is  beauti- 
fully done  with  diagrams,  charts,  and  photographs. 
In  many  chapters  the  descriptions  and  readings 
seem  to  read  almost  like  a novel  with  a personal 
touch  and  flavor. 

Many  legal  aspects  are  covered  with  references 
to  specific  cases  and  acts.  Many  chapters  on  drugs 
are  covered  starting  with  Carbon  Monoxide, 
Ethanol,  Cannabis,  LSD,  and  other  Psychotropic 
Drugs;  Drugs  of  Abuse  such  as  Amphetamines, 
Heroin,  and  Morphine;  Barbiturates  and  Non- 
barbiturate Drugs;  Heavy  Metals;  Plants;  Fungi; 
Fish  Poisons,  and  so  forth. 

After  reading  this  book  the  reader  will  hope- 
fully be  wiser  and  better  informed.  I feel  this  is 
an  excellent  reference  book  for  all  persons  inter- 
ested in  Forensic  and  Clinical  Toxicology  and  es- 
pecially desirable  for  laboratories  in  all  hospitals 
and  for  persons  interested  in  poisoning. 

Joseph  S.  Karas,  m.d. 

* * * 

CURRENT  CONCEPTS  IN  DYSLEXIA.  Edited 
by  Jack  Hartstein.  St.  Louis,  The  C.  V.  Mosby 
Company,  1971.  $12.00 

There  is  probably  no  city  in  the  United  States 
today  in  which  some  multidisciplinary  group 
(Continued  on  Next  Page) 
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supported  by  either  Title  I funding  or  some  other 
source  of  Federal  support  is  not  involved  in  an 
attempt  to  deal  with  a large  number  of  school 
children  who  have  difficulty  learning  to  read. 

In  St.  Louis,  Missouri,  an  interdisciplinary 
group  of  competent  professionals  who  have  been 
involved  in  a remedial  reading  program  have  de- 
scribed their  individual  contributions  in  a publi- 
cation “Current  Concepts  in  DYSLEXIA”.  In 
the  introduction  the  editor  states  that  “this  book 
is  not  meant  to  be  a team  effort  in  which  special- 
ists complement  each  other  so  that  the  child  is 
helped  by  the  sum  total  of  the  various  disciplines.” 

There  are  individual  chapters  on  the  role  of 
the  Ophthalmologist,  the  Orthoptist,  the  Speech 
Pathologist,  and  the  Neurologist.  Reading  these 
various  chapters  confirms  the  conviction  that  this 
reviewer  has  long  held  that,  for  the  most  part, 
these  disciplines  do  not  offer  the  failing  reader 
very  much  and  that  the  management  of  the  child 
who  has  difficulty  learning  to  read  is  best  left  in 
the  hands  of  the  competent  teacher.  The  problem 
is  educational,  not  optometric,  neurological,  or  psy- 
chiatric. The  best  chapter  in  the  book,  in  this 
reviewer’s  opinion  and  one  that  deserves  to  be 
read  and  re-read,  is  Chapter  IV  entitled  “Role  of 
the  Reading  Teacher  in  Learning  Disorders”  writ- 
ten by  Doctor  Richard  W.  Burnett,  Director  of 
the  Normandy  Reading  Clinic  of  the  University 
of  Missouri. 

In  each  chapter,  written  by  a different  contribu- 
tor, the  term  “Dyslexia”  is  used  except  by  Doctor 
Burnett  who  states  very  directly:  “The  term  “dys- 
lexia is  abhorrent  to  most  reading  teachers,  just 
as  it  is  to  many  medical  practitioners  because  it 
implies  the  existence  of  a condition  which,  at  the 
present  time  and  on  a rational  basis,  it  is  perfectly 
legitimate  to  deny  exists  at  all.”  “It  is  further 
ironic  (continues  Doctor  Burnett)  that  not  only 
can  the  condition  termed  dyslexia  not  be  diag- 
nosed medically,  but  it  cannot  be  treated  medi- 
cally.. A physician,  be  he  neurologist,  psychiatrist, 
ophthalmologist,,  or  pediatrician,  can  apply  the 
label  with  any  degree  of  honesty  only  after  he  is 
assured  that  a patient  is  failing  to  learn  despite 
the  school’s  best  efforts  to  teach  him.  Reading 
teachers  generally  welcome  all  the  help  they  can 
get  in  working  with  children  who  are  unable  to 
acquire  reading  facility  with  ease,  but  they  regret 
the  obfuscation  that  diffuses  such  help  with  the 
application  of  a label  such  as  dyslexia.”  Right-on, 

(Continued  on  Page  302) 
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Rhode  Island  Medical  Journal 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sort  on.  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 
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THE  NINTH  ANNUAL 

MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 

Roger  Williams  General  Hospital  Wednesday,  November  8,  1972 

Presented  by  the  Department  of  Pediatrics,  Mary  B.  Arnold,  M.D. 

Ilniij  Mntiilsnlisiii  and  Therapy  in  Infancy  and  Oiildhuud 

Perspectives  in  Pediatric  Pharmacology 
MODERATOR  — DR.  LEO  STERN 


Director,  Department 
Montreal  Children’s 
lessor  of  Pediatrics, 
real. 

Morning  Session 
11  A.M.  to  1 P.M. 

No.  1 Drug  Disposition  in  the  Fetus  and  New- 
born Infant 

SUMNER  YAFFE,  M.D. 

Professor  of  Pediatrics;  Adjunct  Professor  of 
Biochemical  Pharmacology,  State  University  of 
New  York  at  Buffalo;  Director,  Clinical  Re- 
search Center;  Director,  Poison  Control  Center, 
Children’s  Hospital,  Buffalo. 

No.  2 Convulsive  Disorders  in  Infants  and  Chil- 
dren — Diagnosis  and  Treatment 
ARNOLD  P.  GOLD,  M.D. 

Associate  Professor  of  Neurology  and  Pediatrics, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York. 

Luncheon  — Hospital  C 


of  Newborn  Medicine,  the 
Hospital ; Associate  Pro- 
McGill  University,  Mont- 

Afternoon  Session 
2 P.M.  to  4 P.M. 

No.  1 Hemophilus  and  Influenzal  Disease  — 
Drug  Therapy  and  Prospects  of  a Vaccine 
GEORGES  PETER,  M.D. 

Assistant  Professor  of  Medical  Science,  Brown 
University;  Department  of  Pediatrics,  Depart- 
ment of  Medicine,  Division  of  Infectious  Dis- 
eases, Roger  Williams  General  Hospital,  Provi- 
dence. 

No.  2 The  Curability  of  Childhood  Leukemia  by 
Chemotherapy  — Present  and  future 
JOSEPH  V.  SIMONE,  M.D. 

Chief  of  Hematology,  St.  Jude  Children’s  Re- 
search Hospital,  Memphis. 

teria  1 p.m.  to  2 p.m. 
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Doctor  Burnett!  Doctor  Burnett  makes  further 
good  sense.  He  explains  how  reading  is  taught 
and  how  remedial  reading  is  related  to  classroom 
instruction.  An  effective  reading  program  in  a 
good  school  system,  he  explains,  will  consist  of  a 
developmental  reading  program  that  includes  all 
pupils  and  all  teachers  at  all  grade  levels.  It  will 
also  incude  a corrective  reading  program  for  se- 
lected groups  of  children  and  a remedial  reading 
program  reserved  for  learners  unable  to  profit 
from  group  instructional  efforts.  The  hallmark  of 
a good  school  reading  program  is  one  that  does 
not  have  an  extensive  remedial  program  and  util- 
izes the  reading  teacher  or  consultant  as  resource 
person  for  the  regular  classroom  teachers.  Doctor 
Burnett  is  turned  off  by  the  segregation  of  chil- 
dren into  the  special  education  classroom  and 
with  the  label  of  “learning  disability’’,  and  tells 
exactly  why. 

In  simple,  clear,  concise  language  he  describes 
how  a child  who  presents  with  a reading  problem 
is  evaluated  and  tested. 

The  enthusiasm  of  this  reviewer  for  the  excel- 
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lence  of  Doctor  Burnett’s  presentation  makes  it 
difficult  to  resist  the  temptation  to  quote  from 
his  chapter.  Consider  this:  “Just  as  some  children 
appear  not  to  be  able  to  learn  to  play  a violin, 
or  just  as  some  adults,  after  years  of  practice 
and  expensive  lessons,  cannot  play  a round  of  par 
golf,  it  is  plausible  to  suggest  that  some  otherwise 
perfectly  normal  children  cannot  acquire  reading 
skills  with  the  ease  and  at  the  pace  that  the 
majority  of  children  can.  Unfortunately  for  these 
‘normal’  children,  they  live  at  a time  when  read- 
ing weakness  or  failure  cannot  be  tolerated,  and 
in  addition,  they  are  enrolled  in  schools  that  are 
basically  assembly-line  operations.  The  harried 
adults  trying  to  run  the  factories  — teachers  and 
school  administrators  — welcome  all  too  frequently 
the  evasion  of  responsibility  that  ensues  when  it 
is  suggested  that  children  who  do  not  learn  are 
failing  because  of  deficits  within  the  child  rather 
than  with  the  educational  system.  Often  these  chil- 
dren are  seen  as  an  embarrassment  by  their  fam- 
ilies as  well  as  the  school  personnel,  and  the  effects 
of  the  consequent  punitive  measures  are  incal- 
culable in  terms  of  the  damage  wrought  upon  the 
child.”  (Continued  on  Page  325) 
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Principl  es  And  Techniques  Of  Autogenous 
Bone  Grafting  To  The  Mandible 


Method  Has  Proved  Successful  In  Both 
Tumor  And  Inflammatory  Cases 


By  Leonard  J.  Triedman,  M.D.,  Albert  E.  Carlotti, 
Jr.,  D.D.S.,  and  Philip  Farad,  M.D. 

Frequently  it  becomes  necessary  to  remove  a 
portion  of  the  mandible  to  resect  adequately  a 
benign  or  malignant  tumor  of  the  oral  cavity.  Loss 
of  bony  continuity  following  trauma,  nonunion, 
and  osteomyelitis  also  constitutes  an  indication  for 
mandibular  reconstruction. 

One  must  give  serious  consideration  to  recon- 
structing a defect  in  such  a manner  that  an  ac- 
ceptable cosmetic  and  functional  result  is  attained. 
The  sequelae  which  may  result  from  such  a non- 
reconstructed  deformity  include  facial  assyme- 
try,  lack  of  masticatory  function,  and  difficulty 
with  articulate  speech.  There  has  been  long-stand 
ing  debate  over  the  advantages  of  primary  versus 
secondary  mandibular  reconstruction.1  Proponents 
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of  primary  repair  argue  that  minimal  deformity 
and  optimal  occlusion  with  excellent  mastication 
can  be  expected;  thus,  displacement  of  mandibular 
fragments,  contraction  of  scar  tissue,  and  atrophy 
and  fibrosis  of  muscles  are  prevented. 

Secondary  reconstruction,  however,  allows  con- 
centration on  the  adequacy  of  tumor  resection 
without  immediate  concern  for  the  cosmetic  result 
and  an  appropriate  time  interval  to  determine  the 
prognosis  for  cure  without  masking  recurrence.  The 
reconstruction  also  is  carried  out  in  a field  which  is 
not  contaminated  by  oral  flora.  None  of  these 
arguments  is  overwhelming,  and  the  choice  is  best 
left  to  the  clinical  judgment  of  the  individual  sur- 
geon. In  malignant  disease  we  prefer  to  stabilize 
the  mandible  and  accomplish  secondary  repair 
after  the  major  resection;  yet  immediate  recon- 
struction after  segmental  resection,  especially  if 
the  oral  cavity  has  not  been  entered  and  benign 
disease  is  involved,  seems  perfectly  reasonable. 
Preoperative  radiation,  extensive  resection  for 
malignant  tumor,  and  gross  infection,  on  the  other 
hand,  mitigate  against  primary  reconstruction.  The 
presence  of  adequate  mucosal  and  soft  tissue  cov- 
erage is  the  prime  requisite  for  successful  grafting, 
primary  or  secondary,  no  matter  what  prosthesis 
is  used. 

Search  for  an  ideal  manufactured  material  suit- 
( Continued  on  Next  Page) 
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able  for  mandibular  replacement  continues,  which 
would  be  characterized  by  ready  availability  and 
ease  of  fabrication.  Cook,  et  al., 2 and  Phillips3 
have  described  the  ideal  characteristics  for  a man- 
dibular prosthesis.  These  would  include  biologic 
tolerance,  physical  characteristics  similar  to  bone, 
and  biologic  compatibility  to  permit  osseous  in- 
growth, proliferation,  and  solid  fusion.  Corrosive 
resistance,  ease  of  fabrication,  economy  and  avail- 
ability are  also  important  features.  In  1967  Cook 
delivered  a dissertation  to  the  Royal  College  of 
Surgeons  favoring  immediate  reconstruction  of  the 
mandible  with  a metallic  implant.4  At  this  time  he 
described  the  development  of  a metallic  mandi- 
bular prosthesis  using  cobalt  chrome  molybde- 
mum  (Vitallium®).  Vitallium  implants  did  not  en- 
joy great  success  in  the  replacement  of  the  mandi- 
ble primarily  because  of  the  difficulty  involved  in 
fixing  the  prosthesis  to  the  edges  of  the  bony  rem- 
nants. Other  metallic  prostheses  of  tantalum, 
stainless  steel,  combinations  of  metal  and  bone, 
and  synthetics  such  as  Cerosium,®  Silastic,® 
acrylic,  and  Teflon®  have  been  utilized,  but  these 
have  met  with  frequent  failure.  Fistula  and  granu- 
loma formation,  slough  through  inadequate  skin 
and  mucosal  surfaces,  and  migration  through  bone 
cortex  have  been  common  complications.  In  spite 
of  the  great  variety  of  synthetic  appliances  avail- 
able, it  is  the  opinion  of  the  authors  that  best 
results  are  obtained  with  autogenous  bone  grafts. 
We  have  concluded  that  autogenous  bone  is  the 
ideal  material  with  which  to  replace  the  mandible 
since  it  acts  as  a framework  upon  which  new  bone 
is  laid  down  by  a process  of  resorption  and  osteo- 
blastic activity.5  One  can  use  bone  grafts  under 
most  circumstances,  even  in  a contaminated  field, 
with  excellent  results.  In  children  the  reconstruc- 
tive segment  can  be  shown  to  grow  in  response 
to  stress  and  parallels  that  of  the  other  side.  Fresh 
autogenous  bone  is  preferred  over  homogenous 
bank  bone  because  the  latter  does  not  have  the 
osteogenic  potential  of  autogenous  bone. 

PROCEDURE 

The  principles  of  autogenous  bone  grafting  in 
the  head  and  neck  area  should  conform  to  the  fol- 
lowing criteria: 

1.  The  graft  must  be  biologically  acceptable 
to  the  host. 

2.  The  graft  must  actively  or  passively  assist 
the  osteogenic  process  of  the  host. 

3.  The  graft  should  withstand  mechanical 
forces  operating  at  the  surgical  site  and  contribute 


to  internal  support  of  the  area. 

4.  Ideally,  the  graft  should  become  completely 
resorbed  and  replaced  by  host  bone. 

The  use  of  autogenous  iliac  crest,  rib  bone,  or 
both  minimizes  immunological  complications  which 
result  in  graft  rejection.  Prior  to  puberty  rib  is 
favored  as  the  donor  site,  because  the  iliac  crest 
still  consists  of  cartilage  as  well  as  bone.  Damage 
to  the  epiphyseal  cartilage  which  rims  the  crest 
must  be  avoided.  After  puberty,  the  crest  may  be 
used  and  seems  preferable  to  us. 

It  should  be  remembered  that  tissues  which  pos- 
sess bone  induction  capabilities  are  those  from  the 
chorda-mesoderm  analog;  they  include  bone,  bone 
marrow,  transitional  epithelium  from  the  urinary 
bladder,  dentin,  and  gall  bladder  epithelium.6 
Cortical  bone  has  a very  poor  osteogenic  potential 
as  compared  to  that  of  cancellous  bone.  Autogenous 
hemopoietic  marrow  and  autogenous  cancellous 
bone  containing  marrow  appear  to  be  the  only 
types  of  bone  graft  material  that  are  capable  of 
actively  inducing  osteogenesis.  Bone  growth  is  af- 
fected by  the  proliferative  potential  of  the  perios- 
teum and  by  the  viability  of  the  osteoblasts  with- 
in the  bone  graft  and  bone  of  the  recipient  site. 
The  primary  osteogenic  potential  is  derived  also 
from  the  endosteal  layer  of  cancellous  bone. 

Pre-Surgical  Methods  of  Intermaxillary  or  Inter- 
Arch  Fixation  for  Stabilization  of  Bone  Grafts  to 
the  Mandible.  The  basic  principles  of  maxillofacial 
fracture  care  apply  to  all  bone  grafting  procedures. 
The  proximal  and  distal  fragments  must  be  im- 
mobilized by  intraoral  or  extraoral  fixation  in 
order  to  limit  the  detrimental  effects  of  muscle 
activity  upon  the  fragments  during  healing  of  the 
graft. 

I.  Intra-Oral  Appliances 

A.  Complete  Dentition  Present  with  Intermax- 
illary Fixation.  Pre-formed  arch  bars  are  contoured 
and  ligated  to  the  remaining  maxillary  and  man- 
dibular teeth  with  24  gauge  stainless  steel  wires 
which  are  passed  around  the  crowns  of  the  teeth 
and  then  around  the  arch  bars.  Rubber  bands, 
wires,  or  both  are  used  to  fix  the  maxillary  arch 
bar  to  the  mandibular  arch  bar  after  placing  the 
teeth  in  the  correct  occlusal  relationship.  Teeth 
must  be  present  in  the  proximal  and  distal  frag- 
ments of  the  mandible  in  order  to  use  this  method 
of  fixation  (Fig.  1). 

B.  Partial  Dentition  Present  with  Intermaxil- 
lary Fixation.  Dental  impressions  are  obtained  of 
the  maxilla  and  mandible.  If  no  teeth  are  present 
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Figure  1 


in  the  proximal  mandibular  fragment,  a partial 
denture  appliance  is  fabricated  by  the  dental  lab- 
oratory. The  mandibular  appliance  can  be  stabil- 
ized in  the  following  manner  (Figs.  2 and  3): 

1.  Wires  are  passed  through  or  around  the  ap- 
pliance and  ligated  to  the  remaining  teeth 

2.  Circummandibular  sling  wires  are  used  to 
stabilize  the  partial  denture  to  the  proximal  frag- 
ment. 


Figure  2 


Figure  3 


C.  Edentulous  Maxilla  and  Mandible  with 
Intermaxillary  Fixation.  If  the  patient  has  den- 
tures, they  may  be  altered  by  removing  the  six 
anterior  teeth  from  both  the  maxillary  and  man- 
dibular appliances.  This  allows  for  per-oral  post- 
operative feeding  during  the  period  of  intermaxil- 
lary fixation.  Arch  bars  are  ligated  to  the  dentures 
along  the  posterior  teeth. 

If  dentures  are  not  available,  impressions  of 
both  jaws  are  obtained  in  order  to  fabricate  com- 
plete denture  splints.  Care  must  be  taken  to  es- 
tablish the  correct  jaw  relationship. 

Maxillary  dentures  or  splints  can  be  stabilized 
to  the  maxilla  by  utilizing  circumzygomatic  sling 
wires,  malar  strut  wires,  piriform  aperture  wires, 
and  Steinmann  pins.  Mandibular  dentures  or 
splints  can  be  stabilized  with  circummandibular 
wires  or  Steinmann  pins. 


Intermaxillary  fixation  of  the  appliance  is  ob- 
tained by  using  elastics  or  wires  (Figs.  4 and  5). 


Figure  5 


D.  Dentition  Present  without  Intermaxillary 
Fixation.  Dental  impressions  are  obtained  of  the 
maxilla  and  mandible.  When  necessary,  the  man- 
dibular model  is  sectioned  in  order  to  reposition 
the  proximal  fragment  into  the  desired  correct  oc- 
( Continued  on  Next  Page) 
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clusal  relationship  to  the  maxilla.  Utilizing  stand- 
ard dental  laboratory  prosthetic  procedures,  a cast 
capped  splint  is  fabricated  to  cover  the  remaining 
teeth  in  the  proximal  and  distal  fragments.  The 
splint  is  cemented  to  the  teeth.  Further  stabiliza- 
tion of  the  splint  can  be  obtained  by  utilizing  cir- 
cummandibular  wires  (Fig.  6). 

II.  Extra-Oral  Appliances 

These  appliances  are  used  for  direct  fixation  of 
the  mandibular  fragments  by  means  of  pins  drilled 
into  the  bone  through  the  skin  and  linking  the 
pins  with  a rigid  bar  externally.  Most  of  these 
appliances  are  bulky  and  unsightly.  Placement 
of  the  pins  is  essentially  a blind  procedure.  The 
pins  should  be  placed  as  near  the  inferior  border 
•of  the  mandible  as  possible,  two  pins  in  each  frag- 
ment forming  an  angle  of  45  to  60  degrees.  The 
pins  should  be  placed  with  a hand  drill  rather 
than  a power  drill  to  aid  in  gauging  depth  and 
to  minimize  damage  to  the  bone  from  heat  gen- 
erated. Care  must  be  taken  to  avoid  damage  to 
the  skin,  facial  nerve,  artery  and  vein,  and  the 
mandibular  neuro-vascular  bundle.  Cases  have 
been  reported  of  arterio-venous  aneurysms  of  the 
facial  vessels  and  lower  lip  anesthesia  as  a result 
of  trauma  from  these  pins. 

The  Rodger  Anderson  pin  appliance  has  been 
replaced  by  the  biphasic  pin  appliance  (Fig.  7). 
The  biphasic  pin  appliance  utilizes  threaded  pins 
with  a coarse  thread  which  allows  for  better  an- 
chorage than  that  obtained  with  the  Rodger  An- 
derson pins.  Also,  the  biphasic  pin  appliance  is 
less  bulky  and  requires  a minimum  of  special  in- 
strumentation. 

In.  general,  extraoral  appliances  do  rot  afford 
the  same  d:g”ee  of  immobilization  of  the  fragments 
compared  with  intro-oral  appliances.  They  are 
only  indicated  to  control  the  fragments  where 
teeth  are  absent  or  do  not  afford  adequate  attach- 
ment of  intraoral  appliances. 

III.  General  Considerations 

Fixation  of  the  fragments  should  be  maintained 
from  four  to  twelve  weeks  depending  upon  clinical 
and  radiographic  findings.  Fastidious  oral  hygiene 
must  be  maintained  daily  by  use  of  tooth  brushes, 
water-piks,  and  peroxide  mouth  washes.  Oral  sepsis 
from  poor  hygiene  can  cause  irreversible  infection 
of  the  recipient  site. 

Recipient  Site.  The  recipient  site  should  be  free 
of  infection  for  a minimum  of  three  months  prior 
to  grafting  procedures.  An  adequate  submandibular 
incision  should  be  made  in  order  to  develop  a 
generous  soft  tissue  flap  to  facilitate  closure  with- 
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Figure  9 


out  tension  and  to  avoid  the  mandibular  branch 
of  the  facial  nerve.  All  scar  tissue  should  be  ex- 
cised to  insure  a healthy  graft  bed.  Care  should 
be  taken  to  conserve  all  periosteum.  The  proximal 
and  distal  fragments  should  be  decorticated  for 
a minimum  of  1.3  centimeters.  With  fixation  of 
the  fragments  already  established,  the  defect 
should  be  measured  in  length,  width,  and  height 
to  minimize  excessive  removal  of  bone  from  the 
donor  site.  Ideally,  all  resected  bone  from  previous 
surgery  should  be  measured  and  a template  made 
for  future  reference. 

Donor  Site  — Rib  or  Iliac  Crest.  Except  when 
the  span  of  the  defect  is  extremely  long,  as  with 
replacement  of  a mandibular  condyle,  vertical 
ramus,  or  body  of  the  mandible,  the  iliac  crest  is 
the  preferred  donor  site  due  to  the  abundant  sup- 
ply of  cancellous  as  well  as  cortical  bone.  Both 
rib  and  iliac  crest  bone  can  be  contoured  and  de- 
corticated with  ease  (Fig.  8).  Most  surgeons  who 
use  iliac  crest  always  keep  one  cortical  plate  of 
the  ilium  intact  and  use  the  inner  cortex  for  the 
graft.  Massive  removal  of  the  ilium  can  result  in 
severe  postoperative  pain,  limping,  a paralytic 
ileus,  or  a sliding  hernia  of  the  cecum  as  reported 
by  Aldfield.  If  cancellous  bone  alone  is  re- 
quired, as  when  using  a Vitallium®  crib,  the  can- 
cellous bone  can  be  removed  with  curettes  from 
between  the  two  cortical  plates  of  the  ilium  via 
a periosteal-cortical  window.  The  graft  should  be 
handled  carefully  with  instruments  rather  than 
with  sponges  or  rubber  gloves.  Care  should  be 
taken  to  keep  the  bone  moist  with  normal  saline 
at  all  times.  Careful  attention  to  hemostasis  and  a 
closure  of  the  wound  in  layers  is  mandatory  to 
minimize  post-operative  complications  at  the 
donor  site. 

Placement  and  Fixation  of  Bone  Grafts.  The 
graft  should  be  measured  and  contoured  in  an 
inlay-onlay  fashion  with  decortication  of  proximal 
and  distal  fragments  of  the  recipient  site  as  well 
as  of  the  graft  (Fig.  9).  The  graft  should  fit  ac- 
curately. Holes  are  drilled  into  the  graft  and 
through  the  recipient  decorticated  sites.  The  graft 
is  ligated  with  stainless  steel  wires  (Fig.  10  and 
10a).  Cancellous  bone  chips  are  carefully  packed 
into  those  areas  where  space  exists  between  the 
graft  and  recipient  site.  Figure  1 1 demonstrates 
the  radiographic  appearance  of  the  appliance  and 
bone  graft  fixation. 

If  the  oondylar  process  has  been  removed,  the 
condyle  portion  of  the  graft  is  placed  freely  into 
(Continued  on  Next  Page) 
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the  area  of  the  temporo-mandibular  joint  without 
wires.  Other  methods  of  fixation  of  the  graft  to 
the  recipient  site  include  bone  plates  and  screws, 
Kirschner  wires,  and  Vitallium®  cribs. 

Soft  Tissue  Closure  and  Wound  Care.  Hemo- 
stasis is  required  in  order  to  prevent  hematoma 
formation.  The  wound  should  be  copiously  irri- 
gated with  normal  saline,  and  the  periosteal  and 
muscle  layers  approximated  carefully  and  ac- 
curately utilizing  catgut  sutures.  A drain  may  *or 
may  not  be  iplaced  in  the  most  dependent  portion 
of  the  wound,  and  the  platysma  and  skin  are  ap- 
proximated primarily  without  tension.  Pressure 
dressings  are  placed  for  48  hours  annd  the  drain 
is  removed  and  cultured  in  72  hours.  Antibiotics 
are  not  used  routinely. 

CASE  PRESENTATIONS 

G.K.,  a 55-year-old  Negro  female,  had  been 
treated  over  a period  of  3J4  years  with  antibiotics, 
saucerizzation,  and  resection  or  sequestra  for 
osteomyelitis  of  the  right  mandible  with  no  per- 
manent improvement.  On  July  7,  1969  she  under- 
went a right  hemimandibulectomy  through  an 
extraoral  approach.  No  attempt  was  made  to  sta- 
bilize the  mandible.  Follow-up  x-ray  studies 
showed  no  evidence  of  remaining  osteomyelitis. 
Approximately  six  months  later,  through  an  extra- 
oral approach  after  insertion  of  a maxillary  splint, 
the  proximal  and  distal  fragments  of  the  mandible 
were  decorticated  for  a distance  of  2.0  centimeters. 
To  each  fragment  an  inlay-onlay  type  of  bone 
graft  of  iliac  crest  was  inserted  and  fixed  with 
transosseus  and  circumferential  wires.  Postopera- 
tive x-ray  studies  have  shown  satisfactory  heal- 
ing. A good  functional  and  cosmetic  result  was  ob- 
tained. 

R.K.,  a 50-year-old  Caucasian  male,  was  hos- 
pitalized in  November  of  1968  with  a carcinoma 
of  the  right  mid-lateral  tongue,  floor  of  the  mouth, 
and  gingiva.  On  November  26,  1968  a hemiglos- 
sectomy,  segmental  mandibulectomy,  and  right 
radical  neck  dissection  were  performed.  A Stein- 
mann  pin  was  interposed  between  the  mandibular 
fragments.  The  pathology  report  confirmed  ade- 
quate margins  of  resection  with  no  positive  cervical 
lymph  nodes.  Approximately  six  months  postopera- 
tively  with  no  evidence  of  recurrent  disease,  the 
patient  underwent  mandibular  reconstruction  with 
an  autogenous  iliac  crest  bone  graft  using  an  inlay- 
onlay  technique  with  intermaxillary  fixation.  The 
bone  graft  healed  without  difficulty,  and  the  pa- 


tient has  been  symptom-free  since  that  time. 

D.L.,  a 17-year  old  Caucasian  male,  was  ad- 
mitted in  November  of  1970  for  reconstruction 
subsequent  to  traumatic  nonunion  and  osteomye- 
litis of  the  anterior  mandibular  arch.  The  entire 
arch  was  resected  with  its  multiple  fragments  by 
an  extraoral  approach,  and  a primary  inlay-onlay 
autogenous  iliac  crest  bone  graft  was  placed.  The 
maxilla  and  mandible  were  preoperatively  stabil- 
ized with  intermaxillary  fixation.  The  patient  had 
an  uncomplicated  recovery.  X-ray  films  have  shown 
complete  healing.  Excellent  cosmetic  and  functional 
results  were  obtained  and  the  patient  is  symptom- 
free. 

M.S.,  a 49-year-old  Caucasian  female,  had  a 
previous  history  of  diffuse  oral  leukoplakia.  In 
January  of  1970,  she  underwent  a resection  of  the 
floor  of  the  mouth,  gingiva,  buccal  mucosa,  and 
mandible  along  with  a radical  neck  dissection  for 
a squamous  cell  carcinoma.  Postoperatively,  the 
fragments  were  stabilized  by  a Steinmann  pin.  The 
pathology  report  confirmed  adequate  margins  of 
the  resection  with  no  neoplastic  involvement  of 
the  mandible  or  cervical  lymph  nodes.  Approxi- 
mately eight  months  later  the  Steinmann  pin  was 
removed  because  it  had  migrated  through  the  oral 
mucosa.  Intraoral  biopsies  were  negative  at  this 
time,  and  in  November  of  1970  an  autogenous 
bone  graft  from  the  iliac  crest  was  inserted  using 
an  extra-oral  approach.  Intermaxillary  fixation  was 
obtained  via  maxillary  and  mandibular  dental 
splints.  Placement  of  an  8.0  centimeter  bone  graft 
resulted  in  a good  cosmetic  and  functional  result. 
She  is  now  wearing  a full  denture  with  satisfactory 
occlusion,  and  there  is  no  evidence  of  recurrent 
disease. 

A.M.,  a 41-year-old  Caucasian  male,  had  an 
epidermoid  carcinoma  of  the  right  posterior  gin- 
giva. Mandibular  x-ray  studies  demonstrated  a 
lobulated  area  of  bone  destruction  along  the  al- 
veolar margin.  A Commando  resection  including 
8.5  centimeters  of  the  mandible  from  the  angle 
to  the  condyle  of  the  mandible  was  carried  out. 
Histopathologic  examination  showed  no  evidence 
of  tumor  in  the  lymph  nodes.  One  year  later,  the 
mandible  was  reconstructed  with  an  iliac  crest  bone 
graft,  the  proximal  end  of  which  was  placed  in 
the  fossa.  The  distal  end  shows  good  bony  healing. 
The  patient  has  been  completely  rehabilitated  and 
enjoys  normal  mandibular  function. 

M.P.,  is  a 39-year-old  Negro  female  with  a 
traumatic  nonunion  and  osteomyelitis  of  the  right 
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mandible.  The  osteomyelitis  did  not  respond  to 
antibiotic  treatment  and  saucerization.  Conse- 
quently, the  area  was  resected  extraorally  resect- 
ing 1.5  centimeter  margins  of  normal  bone  proxi- 
mal and  distal  to  the  necrotic  bone.  One  month 
later  the  mandible  was  reconstructed  utilizing  a 
7. 5-8.0  centimeter  iliac  crest  inlay-onlay  bone 
graft.  Intermaxillary  fixation  was  established  pre- 
operatively  in  order  to  determine  the  size  of  the 
graft.  Following  healing  clinically  and  radio- 
graphically she  received  maxillary  and  mandibular 
denture  prostheses.  Presenty  this  patient  enjoys 
excellent  cosmetic  and  functional  results. 

COMMENT 

Surgery  of  head  and  neck  cancer  involves  re- 
sponsibility of  the  operating  surgeon  which  goes 
beyond  ablation  of  the  malignant  lesion  and  re- 
gional nodes.  Appropriate  surgery  for  intraoral 
malignancy  frequently  involves  resection  of  the 
mandible  resulting  in  problems  relating  to  cos- 
metic appearance  as  well  as  difficulties  in  speech, 
respiration,  and  alimentation.  Mandibular  replace- 
ment involves  added  extensive  surgery  following 
the  major  ablative  surgery.  It  must  be  carried  out 
at  the  appropriate  time  so  as  not  to  mask  recog- 
nition of  recurrent  disease.  Yet  this  surgery  must 
be  performed  in  such  a manner  as  to  offer  the 
patient  the  greatest  chance  of  success  with  alle- 
viation of  the  problems  presented  by  the  primary 
surgical  procedure.  Mandibular  reconstruction,  fol- 
lowed by  failure,  with  infection,  nonunion,  per- 
sistent pain,  and  graft  rejection  brings  added  dis- 
comfort and  disability  to  the  cancer  patient  al- 
ready psychologically  and  physically  debilitated 
by  the  disease  and  its  primary  management. 

In  a small  series  of  patients,  the  six  described 
above,  we  have  used  autogenous  iliac  crest  in  re- 
construction of  mandibular  defects  with  100  per 
cent  success.  We  believe  that  autogenous  bone  is 
ideal  for  replacement  and  that  this  method  will  give 
optimal  results  for  varying  indications.  \\  hen 
using  autogenous  bone  one  need  not  be  concerned 
about  the  complications  arising  from  rejection. 
Patients  tolerate  the  surgery  well,  and  we  have 
had  no  complications  with  surgery  on  the  iliac 
crest.  During  the  reconstructive  procedure,  while 
the  intraoral  appliances  are  being  placed,  the  iliac 
crest  donor  graft  is  taken;  thus  the  procedure  and 
anesthetic  are  not  unnecessarily  prolonged.  It  is 


our  feeling  that  adequate  fixation  of  the  proximal 
and  distal  fragments  for  6-8  weeks  is  extremely 
important  in  managing  the  bone  graft. 

The  value  of  an  interdisciplinary  team  approach 
in  the  management  of  these  problems,  we  feel,  has 
added  to  our  success  rate.  Adequate  cancer  sur- 
gery by  an  oncologic  head  and  neck  surgeon  work- 
ing with  an  oral  surgeon  seems  to  favor  optimal 
restoration  of  structure  and  function. 

The  choice  of  when  and  if  reconstruction  is  in- 
dicated depends  on  the  judgment  of  the  surgeon, 
the  size  and  location  of  the  defect,  and  the  prog- 
nosis of  the  primary  lesion  involved.  This  is  not 
arbitrary,  but  must  be  individualized  by  those  in- 
volved. Yet  one  must  not  unnecessarily  delay  the 
reconstruction  because  of  the  importance  of  re- 
storing the  cosmetic  and  functional  disabilities 
and  of  dealing  with  the  existing  emotional  prob- 
lems as  soon  as  is  practical. 

SUMMARY 

The  management  of  mandibular  bony  defects 
is  discussed.  The  importance  of  reconstruction  and 
its  timing  and  techniques  are  outlined.  The  utiliza- 
tion of  autogenous  iliac  crest  donor  bone  and  the 
techniques  which  improve  the  results  of  this  bone 
grafting  are  shown  with  representative  case  presen- 
tations. 
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Total  Hip  Replacement  With  Cement  Fixation: 
A Preliminary  Report 


Success  In  Relieving  Pain , Restoring 
Hip  Mobility , And  Increasing  Walking 
Ability  Justifies  Total  Hip  Replacement 


By  A.  Louis  Mariorenzi,  M.D.,  and  Anthony  F. 
Merlino,  M.D. 


The  evolution  of  total  hip  replacement,  that  is 
simultaneous  substitution  of  prosthetic  replace- 
ments for  both  the  femoral  head  and  the  acetabu- 
lum, had  its  culmination  in  the  development  of 
the  Charnley  ‘‘low-friction”  hip  arthroplasty  in 
Wrightington,  England  in  1958. 

Prior  to  that  time  the  surgical  treatment  of 
severely  damaged  or  diseased  hip  joints  was 
fraught  with  disappointment  for  both  the  surgeon 
and  the  patient.  Osteotomy  of  one  type  or  an- 
other. release  of  various  muscles,  arthrodesis, 
neurectomy,  or  replacement  either  of  the  femoral 
side  of  the  joint  with  a plastic  or  metal  ball  and 
stem,  or  of  the  acetabular  side  with  a metal  cup, 
all  had  their  proponents.  None  of  these  methods 
proved  to  be  universally  satisfactory  over  a pro- 
longed period. 

The  Charnley  hip  replacement  owes  its  success 
to  the  well-conceived  design  of  the  bipolar  com- 
ponents (self-lubricating  high-density  polyethy- 
lene cup,  taper-fit  femoral  stem,  and  relatively 
small  diameter  femoral  head)6- 7 and  especially 

A.  LOFTS  MARIORENZI,  M.D.,  Visiting  Ortho- 
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to  the  use  of  a self-curing  acrylic  cement,  poly- 
methyl methacrylate  2>  8-1°.  It  is  the  latter  which 
has  finally  overcome  the  previously  insoluble  prob- 
lem of  transferring  weight-bearing  stresses  from 
the  bipolar  prosthetic  device  to  the  bony  pelvis 
and  femur  as  well  as  preventing  delayed  loosening 
of  the  individual  components. 

Currently,  in  addition  to  the  Charnley  arthro- 
plasty, there  are  two  other  major  total  hip  sys- 
tems in  general  use  throughout  the  world.  There 
are  as  well  several  variations  on  all  three  systems. 

The  McKee-Farrar  total  hip  system11-13  features 
the  use  of  a Vitallium®  femoral  head  and  acetabu- 
lar cup  bonded  to  bone  with  polymethyl  metha- 
crylate, while  the  Ring  system14-15  utilizes  metal- 
on-metal  components  inserted  into  bone  along  the 
lines  of  weight  transmission  without  cement. 

Thus  far  total  hip  replacement  has  proved  to 
be  the  procedure  which  offers  the  most  certain 
chance  of  restoring  motion  and  function  to  and 
relieving  pain  in  a stiffened,  painful  hip  joint16. 

In  this  paper  we  present  our  experience  with 
the  Muller  variation  of  the  Charnley  prosthesis. 

MATERIALS  AND  METHOD 

From  December  1970  through  April  1972,  20 
Charnley-Muller  total  hip  replacements  were  per- 
formed in  17  patients  at  Our  Lady  of  Providence 
Emit  of  St.  Joseph’s  Hospital. 
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Figure  1.  Bilateral  rheumatoid  arthritis  of  the  hips 
in  a 65-year-old  female. 


INDICATIONS 

General  indications  for  selection  of  patients  for 
total  his  replacement  were:  1)  patients  over  60 
with  unilateral  severe  noninfectious  hip  disease; 
2)  bilateral  severe  hip  disease  in  patients  over  50 
(Fig.  1);  and  3)  patients  of  any  age  with  failure 
of  previous  hip  surgery. 

The  one  absolute  contraindication  was  a his- 
tory of  previous  infection  in  or  about  the  hip. 

TECHNICAL  DETAILS 

The  prosthesis  used  in  this  series  was  of  the 
Charnley-Miiller  type  and  consisted  of  a Vitallium® 
femoral  component  with  a 32  mm  head  and  a 
choice  of  neck  lengths,  plus  an  acetabular  cup 
of  high  density  polyethylene  (Fig.  2).  Both  the 
cup  and  the  femoral  component  were  securely  fixed 
in  place  with  polymethyl  methacrylate,  a self- 
curing acrylic  cement. 

A lateral  transtrochanteric  approach  was  used 
in  all  cases  with  replacement  and  wire  fixation 
of  the  osteotomized  greater  trochanter  after  the 
insertion  of  both  the  acetabular  and  femoral  com- 
ponents. Suction  drainage  was  employed  routinely. 
General  anesthesia  was  used  in  all  cases. 

POSTOPERATIVE  CARE 

All  patients  were  placed  in  balanced  suspension 
and  kept  at  complete  bed  rest  for  one  week.  Physi- 
cal therapy  was  begun  in  bed  on  the  seventh  day, 
and  patients  gradually  became  ambulatory  on 
either  two  crutches  or  a walker  within  one-and- 
one-half  to  two  weeks  postoperatively.  Thereafter 
the  patient  usually  progressed  to  one  crutch  or 


Figure  2.  Patient  shown  in  Figure  1 five  months 
after  Charnley-Muller  total  hip  replacement  of  the 
left  hip. 

cane  at  approximately  six  weeks  and  to  no  ex- 
ternal supports  sometime  after  three  months. 

Routine  prophylactic  antibiotics  were  admin- 
istered locally  in  a triple  antibiotic  wound  irri- 
gating solution  containing  bacitracin,  neomycin 
and  polymyxin,  and  systemically  by  intravenous 
oxacillin  begun  intraoperativelv  and  continued  for 
three  days. 

Prophylactic  anticoagulants  were  not  used,  but 
low  molecular  weight  dextran  was  administered  as 
a preventative  against  possible  thromboembolic 
complications  the  incidence  of  which  is  known  to 
be  rather  high  in  major  reconstructive  surgery  of 
the  hip. 

CLINICAL  MATERIAL 

Of  the  17  patients  reviewed  seven  had  unilat- 
eral hip  disease  and  10  bilateral.  At  this  writing 
bilateral  operations  have  been  done  in  only  three 
of  the  cases,  performed  during  separate  hospitali- 
zations. 

The  follow  up  period  ranged  from  two  months 
to  isy2  months.  While  the  follow-up  is  of  short 
duration,  some  preliminary  conclusions  can  be 
drawn. 

The  hospital  stay  ranged  from  two-and-one-half 
to  just  under  six  weeks,  with  an  average  of  some 
four  weeks. 

As  for  age  distribution,  as  noted  in  Table  1, 
the  majority  were  in  the  above-60  group.  The 
youngest  patient  was  42  years  old  and  the  oldest 
was  78,  with  an  average  age  of  65  years  for  the 
series. 

There  were  12  females  and  five  males,  with  fe- 
( Continued  on  Next  Page) 
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Table  1 


Age  Distribution 


Age  in  Years 

Number  of 
Patients 

0-39 

0 

40-49 

1 

50-59 

3 

60- 

13 

Table  2 
Diagnosis 


Condition 

Number  of 
Patients 

Osteoarthritis 

6 

Rheumatoid  arthritis 

6 

Idiopathic  aseptic  necrosis 

1 

Failed  prior  hip  surgery 

4 

Table  3 

Previous  Operations 


Type  of  Surgery 

Number  of 
Operations 

Osteotomy  of  hip 

1 

Pone  grafting  of  ununited 
femoral  neck  fracture 

1 

Hanging  hip  procedure 

1 

bemoral  head  prosthesis 

1 

males  constituting  seven  of  the  10  cases  with  bi- 
lateral hip  disease  and  11  of  the  13  cases  over 
60  years  of  age. 

Table  2 lists  the  primary  etiological  diagnoses 
showing  an  equal  number  of  cases  of  degenerative 
arthritis  and  rheumatoid  arthritis.  Previous  hip 
surgery  failures  comprise  the  next  largest  group. 

In  Table  3 are  noted  the  most  recent  operative 
procedures  done  in  the  four  cases  with  previous 
hip  surgery.  Three  of  the  four  had  undergone 
more  than  one  previous  hip  operation. 

Replacement  of  intraoperative  and  postopera- 
tive blood  losis  was  accomplished  primarily  with 
whole  blood  transfusions.  Only  one-half  of  the 
cases  received  plasma  and  none  after  the  day  of 
surgery.  Packed  red  cells  were  transfused  in  three 
of  the  20  cases,  usually  after  the  day  of  surgery. 
The  largest  number  of  whole  blood  transfusions 
was  nine  units  and  the  smallest  one  unit,  with 
an  average  of  four-and-one-half  units.  Of  the 
four-and-one-half  units  an  average  three  units 
were  transfused  in  the  first  two  postoperative  days, 
the  remaining  unit  sometime  after  the  second 
postoperative  day. 

The  greatest  postsurgical  drop  in  hemoglobin 
took  place  in  the  first  two  postoperative  days.  The 
early  fall  in  hemoglobin  ranged  from  a low  of 
under  one  gram  to  a high  of  just  over  nine  grams, 


with  an  average  of  three  grams.  The  postoperative 
hematocrit  returned  to  30  per  cent  on  an  average 
on  the  third  day  after  surgery,  as  compared  to 
a preoperative  average  value  of  40  per  cent. 

Suction  drainage  from  the  wound,  discontinued 
on  the  second  or  third  day  following  surgery, 
averaged  680  milliliters,  with  a high  of  1200  and 
a low  of  200  milliliters. 

Operating  time  from  incision  to  closure  varied 
from  two  hours  to  three-and-one-half  hours,  with 
an  average  of  two-and-one-half  hours. 

SYSTEMIC  COMPLICATIONS 

There  were  no  intraoperative  or  postoperative 
deaths.  One  death  among  the  17  patients  occurred 
three  months  postoperatively.  This  was  in  a 54- 
year-old  female  with  unilateral  hip  disease  in 
whom  the  surgery  was  undertaken  because  of  a 
failed  femoral  head  prosthesis.  The  cause  of  death 
was  a primary  pulmonary  malignancy  metastatic 
to  the  cervical  spine  with  associated  quadriplegia. 

A transient  hypotension  with  a fall  in  systolic 
blood  pressure  of  up  to  20  mm  occurred  in  some 
cases  during  the  insertion  of  the  self-curing  acrylic 
cement,  more  often  during  fixation  of  the  femoral 
than  the  acetabular  component. 

Other  systemic  complications  consisted  of  one 
instance  each  of  pulmonary  embolism,  mild  cere- 
brovascular accident,  rectal  bleeding,  and  iatro- 
genic drug-induced  pancytopenia,  and  three  of 
urinary  tract  infection. 

LOCAL  COMPLICATIONS 

These  consisted  of  dislocations,  wound  infec- 
tions, wound  hematomas,  delayed  bleeding,  de- 
layed diffuse  edema  of  an  entire  operated  extrem- 
ity, and  trochanter  problems.  There  were  no  cases 
of  indolent  wound  healing,  myositis  ossificans,  or 
loosening  of  prosthetic  components. 

There  were  two  episodes  of  dislocation  in  the 
series,  both  of  which  occurred  in  the  same  hip 
in  a patient  with  bilateral  rheumatoid  hip  disease. 
The  first  episode,  which  occurred  while  the  patient 
was  in  a nursing  home,  went  unrecognized  at  the 
time.  It  was  discovered  when  the  patient,  who 
had  been  lost  to  follow-up  for  a period,  was  re- 
admitted to  undergo  a total  hip  replacement  on 
the  other  side  eight-and-one-half  months  after 
the  first  operation.  An  open  reduction  was  per- 
formed following  an  unsuccessful  attempt  at 
closed  reduction.  The  second  episode  of  dislocation 
occurred  just  three  weeks  after  the  open  reduc- 
tion. This  time  the  hip  remained  dislocated  when 
the  patient  declined  further  open  surgery  after  one 
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Table  4 

Fate  of  Trochanter 


Type 

of  Union 

Status  of  Wires 

Bony 

Fibrous 

intact 

8 

2 

Fracture (s) 

5 

4 

more  unsuccessful  attempt  at  closed  reduction. 

There  were  two  cases  of  superficial,  but  none 
of  deep  wound  infection.  Both  occurred  in  “virgin” 
hips  which  had  undergone  no  previous  surgery. 
The  appearance  of  the  infection  was  delayed  in 
both  cases,  one  at  nine  days  and  the  other  at  10 
days.  The  causative  organism  in  one  case  was 
Staphylococcus  albus  with  a negative  intraopera- 
tive culture  of  the  hip  joint.  In  the  other  the 
offending  organism  was  Escherichia  coli  with  a 
positive  intraoperative  hip  culture  for  Bacillus 
subtilis.  Both  infections  responded  to  local  and 
systemic  nonoperative  measures. 

There  were  two  cases  of  delayed  wound  hema- 
tomas, one  appearing  at  15  days  and  the  other 
at  16  days.  Neither  proved  to  be  a problem. 

In  one  case  delayed  deep  wound  bleeding  oc- 
curred on  the  second  postoperative  day  immedi- 
ately following  the  removal  of  the  two  large-bore 
polyethylene  drainage  tubes.  The  most  likely 
cause  was  the  dislodging  of  clot  from  previously 
coagulated  vessels.  This  case  required  the  largest 
number  of  whole  blood  transfusions. 

One  patient  presented  a diffuse  indurated  swell- 
ing of  the  entire  operated  extremity  on  the  eighth 
postoprative  day.  The  cause  was  never  determined. 
This  complication,  which  ultimately  responded  to 
conservative  symptomatic  treatment,  resulted  in 
the  longest  hospital  stay  (40  days). 

Trochanter  problems  (Table  4)  consisted  of 
breakage  of  one  or  more  wires,  and  non-union 
(fibrous  union)  with  or  without  associated  broken 
fixation  wires.  Union  of  the  osteotomized  trochan- 
ter occurred  on  the  average  at  about  three  months 
postoperatively.  Thirteen  trochanters  went  on  to 
9olid  bony  union  despite  the  fact  that  one  or  more 
wires  broke  in  five  of  the  cases.  Bony  union  was 
achieved  in  eight  of  10  cases  in  which  the  wires 
remained  intact. 

In  four  of  six  cases  in  which  fibrous  union  of 
the  tronchanter  took  place  there  was  breakage 
of  the  wires.  In  the  most  recent  case  bony  union, 
although  not  yet  complete,  appears  to  be  oc- 
curring with  the  wires  still  intact. 

RESULTS 

Results  in  this  series  were  assessed  both  sub- 


jectively and  objectively.  The  main  factors  in 
evaluation  were  ( 1 ) extent  of  relief  of  preopera- 
tive pain,  (2)  postoperative  gain  in  mobility  of 
the  hip,  and  (3)  improved  walking  tolerance  and 
ability,  which  is  related  to  the  first  two. 

Pain:  Preoperative  pain,  which  was  severe  in 

almost  every  case,  was  in  fact  one  of  the  most 
important  considerations  in  the  decision  to  per- 
form total  hip  replacement.  Relief  of  the  intense 
preoperative  discomfort  was  early,  dramatic,  and 
almost  complete  in  85  per  cent  of  the  cases.  This 
was  by  far  the  most  striking  feature  of  the  early 
postoperative  course. 

Motion : All  patients  demonstrated  an  early 

and  significant  gain  in  hip  motion,  with  progres- 
sive further  improvement  over  the  ensuing  six 
months  or  more.  The  average  preoperative  flexion 
was  60  degrees  with  a flexion  contracture  of  20 
degrees,  five  degrees  each  of  adduction  and  ex- 
ternal rotation,  and  no  internal  rotation.  Post- 
operatively the  contractures  were  uniformly  re- 
lieved; and  there  was  an  average  range  of  motion 
of  90  degrees  of  flexion,  30  degrees  of  extension, 
35  degrees  each  of  abduction  and  adduction,  30 
degrees  of  internal  rotation,  and  40  degrees  of 
external  rotation. 

Ambulation : Ability  to  walk  and  physical  tol- 

erance for  walking  also  increased  in  most  cases. 
However,  in  general,  walking  ability  and  tolerance 
do  not  constitute  as  good  an  index  of  the  success 
of  total  hip  replacement  as  do  the  other  factors. 
If  bilateral  disease  is  present,  accurate  evalua- 
tion is  difficult.  This  was  a factor  in  10  of  our 
patients,  only  three  of  whom  at  this  writing  have 
undergone  bilateral  total  hip  replacement.  The 
seven  patients  with  unilateral  disease  have  all 
demonstrated  improved  walking  ability  and  toler- 
ance. Most  of  them  eventually  discarded  their 
crutches  or  canes. 

DISCUSSION 

Successful  total  hip  replacement  can  restore  a 
markedly  deteriorated  hip  joint  to  near  normal 
functional  status,  while  eliminating  the  severe  dis- 
comfort usually  associated  with  joints  which  have 
undergone  advanced  destruction. 

At  the  present  stage  of  development  the  pro- 
cedure should  except  in  unusual  circumstances,  be 
restricted  to  patients  over  the  age  of  50  with 
disabling  arthritis  of  the  hips.  One  patient  in  our 
series  represents  a departure  from  the  general 
indications.  This  42  year  old  unemployed  male 
(Continued  on  Next  Page) 
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suffered  from  severely  crippling  bilateral  hip  dis- 
ease due  to  avascular  necrosis  of  the  femoral  heads 
secondary  to  chronic  alcoholism.  The  decision  to 
do  a total  hip  replacement,  not  made  lightly,  took 
into  consideration  the  severity  of  his  disability, 
the  bilaterality,  and  his  drinking  problem  and 
associated  emotional  lability.  The  postoperative 
result  more  than  justified  the  surgery.  He  was 
completely  relieved  of  pain  and  regained  a normal 
range  of  motion  in  the  operated  hip.  Moreover, 
within  a few  months  after  surgery  he  had  stopped 
drinking  completely  and  gone  back  to  work,  be- 
coming a productive  member  of  society  for  the 
first  time  in  years. 

Before  an  unqualified  recommendation  can  be 
given  for  a new  procedure,  there  must  be  reason- 
able assurance  that  the  advantages  significantly 
outweigh  the  disadvantages.  The  advantages  of 
total  hip  replacement  are  obvious,  consisting  of 
substitution  of  a stable,  painless,  mobile,  and 
functional  joint  for  one  often  unstable,  always 
painful,  frequently  immobile,  and  virtually  func- 
tionless. 

The  disadvantages  of  total  hip  replacement  are 
its  complications,  actual  and  potential.  Excluding 
intraoperative  death  the  most  devastating  compli- 
cation potentially  is  a deep  wound  infection.  This 
results  in  absolute  failure  and  necessitates  the 
removal  of  both  the  femoral  and  acetabular  pros- 
thetic components  and  all  of  the  acrylic  cement 
on  both  sides  of  the  joint.  Every  precaution  must 
be  taken  to  prevent  infection  including  strict  asep- 
sis, prophylactic  local  and  systemic  antibiotics, 
and  exclusion  of  all  unnecessary  personnel  from 
the  operating  room.  Since  most  infections  are  air- 
borne, consideration  should  be  given  in  the  future 
to  performing  total  hip  replacements  in  a sterile 
laminar  air  flow  “greenhouse”  enclosure.  All  opera- 
tions in  the  present  series  were  performed  in  regu- 
lar operating  rooms.  Fortunately  no  deep  wound 
infections  occurred. 

To  avoid  pulmonary  embolism,  a serious  sys- 
temic complication  of  total  hip  replacement,  pro- 
phylaxis with  either  systemic  anticoagulation  or 
low  molecular  weight  dextrain  is  essential.  One 
case  of  pulmonary  embolism  occurred  despite 
preventive  measures. 

Our  one  major  local  complication  was  the  above- 
reported  case  of  recurrent  dislocation  of  the  metal- 
lic prosthetic  head  from  the  polyethylene  acetabu- 
lar cup.  In  this  case  the  shortneck  version  of  the 
femoral  prosthetic  component  was  used.  It  is  sus- 
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pected  that  the  dislocations  occurred  because  of 
a levering  of  the  short- neck  on  the  rim  of  the 
acetabular  cup  during  flexion  and  rotation.  Con- 
sequently we  no  longer  use  the  short-neck  prcs- 
thesis. 

In  this  series  trochanter  problems  consisted  of 
non-union  with  or  without  associated  wire  break- 
age. No  apparent  relationship  between  the  type 
of  trochanteric  union  or  integrity  of  the  fixation 
wires  and  the  ultimate  clinical  result  could  be 
demonstrated.  The  maximal  surgical  exposure  af- 
forded by  osteotomy  of  the  trochanter  far  out- 
weighed the  minimal  disadvantages  of  wire  break- 
age and  fibrous  union.  In  no  case  was  rewiring 
of  the  trochanter  necessary. 

The  chances  for  success  of  total  hip  replace- 
ment are  enhanced  by  the  rigidity  of  the  fixation 
of  the  bipolar  prosthetic  components  by  the  poly- 
methyl  methacrylate.  The  self-curing  acrylic 
cement  appears  to  be  well  tolerated  by  the  body 
thus  far,  and  no  instance  of  bone  deterioration  or 
malignant  tissue  transformation  secondary  to  its 
use  is  known.  In  the  present  series  no  case  of 
late  loosening  of  the  prosthetic  components  has 
occurred. 

At  this  point  in  the  development  of  and  ex- 
perience with  total  hip  replacement  the  only  major 
uncertainty  is  the  durability  of  the  present  pros- 
thetic components.  Obviously,  wearing  of  the  ar- 
ticulating surfaces  on  both  sides  of  the  joint  will 
take  place.  Although  the  degree  and  rate  of  wear- 
ing are  known  to  be  very  much  load-dependent, 
present  estimates  of  the  service-life  of  current  pros- 
thetic components  of  the  Charnley-Muller  type 
approximate  somewhere  between  20  and  30  years. 
Future  technological  developments  in  the  field  of 
biomaterials  are  expected  to  produce  prostheses 
of  even  greater  durability  and  longevity. 

SUMMARY 

Total  hip  replacement  in  properly  selected  cases 
of  disabling  hip  disease  represents  the  most  im- 
portant development  in  hip  surgery  since  the 
Smith-Peterson  nail. 

Twenty  operations  using  the  Charnley-Muller 
prosthesis  and  cement  fixation  were  performed  at 
Our  Lady  of  Providence  Unit  of  St.  Joseph’s  Hos- 
pital between  December  of  1970  and  April  of  1972. 
An  evaluation  of  those  cases  is  presented,  includ- 
ing discussion  of  indications,  contraindications, 
surgical  technique,  complications,  and  results. 

The  overall  excellent  results  obtained  in  this 

(Concluded  on  Page  330) 
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Use  Of  Teflon  In  Hypernasal  Speech 


Injection  Pharyngo  plasty  Is  Useful 
Method  For  Treatment  Of  Velopharyn- 
geal Insufficiency 


By  Howard  S.  Sturim,  M.D.,  and  Clyde  T.  Jacob, 
Jr.,  M.S. 


Defective  or  nasal  speech  may  occur  in  children 
due  to  inadequate  closure  of  the  soft  palate  against 
the  posterior  pharyngeal  wall,  commonly  termed 
velopharyngeal  insufficiency.  Speech  with  imper- 
fect closure  is  characterized  by  excessive  nasal 
emission  of  air  with  concomitant  hypernasality 
and  inadequate  oral  air  stream.  Voice  quality  and 
articulation  suffer  accordingly. 

Teflon®  powder  mixed  with  glycerin  has  been 
injected  into  the  posterior  pharyngeal  wall  to 
correct  this  type  of  problem  in  selected  cleft  and 
non-cleft  palate  patients.  This  use  of  injectable 
Teflon®  in  the  pharynx  has  followed  its  successful 
use  in  the  treatment  of  paralyzed  vocal 
cords.13’8-9  In  1964  Lewy10  injected  Teflon® 
into  the  posterior  pharyngeal  wall  of  one  patient 
with  neurogenic  velopharyngeal  incompetence  and 
obtained  improved  speech.  Since  that  time  Teflon® 
has  been  used  in  several  centers  with  excellent 
results  obtained  in  carefully  selected  cases.3- 10- 

14-16 

This  report  is  concerned  with  26  patients,  with 
velopharyngeal  insufficiency,  treated  by  us  with 
Teflon®. 

HOWARD  S.  STURIM,  M.D.,  Department  of 
Surgery,  Division  of  Plastic  Surgery,  Rhode  Island 
Hospital;  Cleft  Palate  Clinic,  Rhode  Island  Hos- 
pital, Providence. 

CLYDE  T.  JACOB,  JR.,  M.S.,  Cleft  Palate  Clinic, 
Rhode  Island  Hospital,  Providence. 


METHODS 

Sixty  patients  were  evaluated  for  velopharyngeal 
insufficiency  at  the  Rhode  Island  Hospital  Cleft 
Palate  Clinic  from  May  1968  through  June  1971 
by  a team  consisting  of  plastic  surgeons,  speech 
pathologists,  otolaryngologists,  psychologists,  and 
dentists.  All  patients  had  mid-sagittal  cineradio- 
graphic  studies  and  audiograms. 

The  26  patients  treated  with  Teflon®  pharyn- 
goplasty  were  re-evaluated  at  6 weeks,  6 months, 
and  one  year  following  their  operative  procedures. 
One  additional  patient  was  lost  to  follow-up  and 
is  not  included  in  this  report. 

Three  trained  speech  pathologists  listened  and 
subjectively  judged  each  patient  on  the  basis  of 
perceived  hypernasality,  general  speech  intelligi- 
bility, and  general  articulation.  All  three  attributes 
of  expressive  speech  were  judged  and  recorded 
on  a 4-point  rating  scale  (ranging  from  normal 
to  socially  unacceptable  speech).  Judges  were  sep- 
arated by  a screen  from  the  patients  to  minimize 
premature  judgments  through  visual  impressions. 
The  speech  samples  consisted  of  connected  speech 
and  the  production  of  10  sentences  consisting 
mostly  of  plosives,  fricatives,  and  affricative  con- 
sonant sounds. 

Standardized  cineradiographs  were  obtained 
with  a Picker  image  intensified  fluoroscopic  unit 
and  a TV  monitor;  16  mm  film  recorded  the  sam- 
ples at  15  frames  per  second.  A craniostat  was 
(Continued  on  Next  Page) 
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A schematic  tracing  showing  the  palate  at  rest 
(modified  from  Yules  and  Chase17). 

ANS — anterior  nasal  spine 

PNS — posterior  nasal  spine 

T — tubercle  of  atlas 

Line  ANS-PNS-T  represents  the  palatal  plane. 

employed  to  stabilize  the  head  for  mid-sagittal 
cineradiographs.  Recordings  were  made  of  swal- 
lowing, the  production  of  the  vowel  /a/,  and  the 
production  of  10  consonant— vowel  syllables  con- 
sisting of  plosives,  fricatives,  and  affricative  con- 
sonant sounds.  Cineradiographs  were  read  by  the 
investigators  and  a radiologist  using  a Kodak  16 
mm  projector  and  a two-way  translucent  screen. 

Measurements  were  taken  of  the  soft  palate 
length  and  thickness,  of  the  depth  of  the  naso- 
pharynx and  the  posterior  pharyngeal  wall  thick- 
ness, and  of  the  gap  between  the  velum  and  post- 
pharyngeal wall  while  phonating  the  vowel  /a/. 
The  location  of  the  attempted  closure  point  in  re- 
lation to  the  palatal  plane  was  also  noted  (Fig.  1). 

Bilateral  pure  tone  air  and  bone  conduction 
thresholds  were  achieved  in  all  patients,  at  fre- 
quencies of  250  Hz  through  and  including  8000 
Hz  (ISO). 

The  patients  selected  for  Teflon®  injection 
pharyngoplasty  were  those  whose  cineradiographs 
demonstrated  a gap  distance  less  than  1.0  cm  be- 
tween the  soft  palate  and  posterior  pharyngeal 
wall  during  attempted  vowel  closure.  Patients  were 
not  rejected  because  of  poor  levator  activity  or 
low  intelligence  levels. 


Twenty-nine  patients  were  considered  suitable 
candidates  for  Teflon®  injection  pharyngoplasty. 
Two  patients  refused  treatment;  one  injected  pa- 
tient was  lost  to  follow-up.  The  group  studied 
consisted  of  15  male  patients  and  11  female  pa- 
tients, with  a mean  age  of  10.8  years. 

Eleven  patients  had  repaired  cleft  palates  (42 
per  cent).  Three  of  these  patients  underwent 
Teflon®  pharyngoplasty  to  supplement  unsatisfac- 
tory pharyngeal  flap  procedures.  Three  patients 
were  injected  on  two  occasions. 

Fifteen  patients  treated  with  Teflon®  had  not 
had  cleft  palates.  Nine  of  these  patients  (60  per 
cent)  developed  nasality  following  tonsillectomy 
and  adenoidectomy  procedures.  The  remaining  6 
patients  had  either  a congenitally  short  palate,  a 
palatal  paralysis,  or  a functional  hypernasal  dis- 
order. 

The  injection  procedure  was  performed  in  the 
operating  room  under  general  endotracheal  anes- 
thesia in  all  cases.  The  Lewy  Teflon®  syringe  and 
18-gauge  disposable  spinal  needles  were  employed 
(Fig.  2).  The  volume  injected  varied  from  7 to  18 
cc.  All  patients  were  given  penicillin  postopera- 
tively  for  7 days.  Each  patient  was  discharged  24 
hours  after  his  operative  procedure.  Postopera- 
tively  all  patients  were  re-evaluated  at  6 weeks,  6 
months,  and  one  year  with  speech  evaluations,  cine- 
radiograph  studies,  and  audiograms. 


Figure  2 

A schematic  drawing  showing  retraction  of  the 
soft  palate  (P),  tongue  (T),  and  location  of  the 
injection  site  (I). 


318 


Rhode  Island  Medical  Journal 


RESULTS 

Four  general  categories  were  used  to  classify  the 
patients,  after  Teflon®  pharyngoplasty.  1.  Those 
considered  to  have  a good  result  had  verbal  com- 
munication which  did  not  attract  attention, 
2.  Those  considered  improved  had  their  hyper- 
nasality decreased  and  concomitant  verbal  com- 
munication skills  improved,  but  some  residual  de- 
gree of  distortion  was  still  apparent.  3.  If  no  change 
was  noted  following  a Teflon®  pharyngoplasty  pro- 
cedure, the  patient  was  considered  unchanged.  4.  If 
there  was  deterioration  of  speech  following  a 
Teflon®  pharyngoplasty  to  below  the  preoperative 
level,  the  condition  was  considered  worse. 

Overall  findings  in  the  26  patients  were  as  fol- 
lows: 15  were  considered  to  have  good  results,  10 
were  considered  to  have  improved  results,  and  one 
patient  demonstrated  no  change  (Table  1).  No 
patient  was  felt  to  have  been  made  worse  by  the 
procedure. 

The  group  of  11  cleft  palate  patients  demon- 
strated the  following  findings:  2 had  good  results, 
6 were  considered  improved,  and  one  was  un- 
changed. 

Of  the  15  non-cleft  palate  patients,  11  had  good 
results  and  4 were  considered  improved.  Nine  of 
the  non-cleft  palate  patients  in  our  study  were 
noted  to  have  severe  hypernasality  following  ton- 
sillectomy and  adenoidectomy.  Good  results  were 
achieved  in  five  of  these  nine  patients,  and  4 were 
improved  by  Teflon®  pharyngoplasty. 

Three  cleft  palate  patients  in  whom  a pharyn- 
geal flap  had  been  performed  previously  and  who 
still  demonstrated  severe  hypernasality  and  fe- 


fective  speech  wrere  of  special  interest.  All  patients 
in  this  category  were  considered  improved  by 
Teflon®  pharyngoplasty. 

Most  patients  in  our  series  experienced  mild  to 
moderate  cervical  stiffness  and  tenderness  of  the 
cervical  lymph  nodes  during  the  immediate  post- 
operative period.  A low-grade  temperature  eleva- 
tion usually  accompanied  these  symptoms.  Pharyn- 
gitis was  not  a problem. 

Significant  complications  occurred  in  two  of  the 
26  patients.  One  child  had  a severe  stiff  neck 
which  lasted  3 weeks,  with  symptoms  remitting 
after  wearing  a supporting  collar.  A second  child 
had  a severe  stiff  neck  present  for  two-and-one-half 
months;  she  required  additional  hospitalization 
for  orthopedic  traction,  with  subsequent  complete 
remission  of  her  symptoms. 

The  postoperative  audiograms  remained  un- 
changed, as  determined  by  pure  tone  audiometry, 
following  Teflon®  pharyngoplasty. 

The  postoperative  cineradiographs  demonstrated 
significant  increases  in  the  posterior  pharyngeal 
wall  thickness  by  direct  measurement.  Although 
all  candidates  with  improved  verbal  communica- 
tion demonstrated  adequate  closure  on  lateral  cine- 
radiography, the  limitations  of  two-dimensional 
examinations  are  obvious.  Taub's  oral  panendo- 
scope was  not  used  in  our  series. 

DISCUSSION 

Hynernasal  speech  in  non-cleft  palate  patients 
is  found  in  basilar  skull  deformities,  congenital 
shortening  of  the  palate,  palatal  paralysis,  post- 
( Continued  on  Next  Page) 
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traumatic  defects,  some  post-adenoidectomy  pa- 
tients and  functional  hypernasal  disorders.11 

Many  procedures  have  been  used  in  trying  to 
correct  velopharyngeal  insufficiency  including  pala- 
tal obturators,  posterior  pharyngeal  flaps,  pharvn- 
goplasties,  and  nasopharyngeal  implants. 

Surgical  repair  of  a cleft  palate  is  usually  pre- 
ferred to  the  use  of  a speech  aid  prosthesis.  How- 
ever, there  are  some  patients  in  whom  a prosthesis 
should  be  the  treatment  of  choice.  Wide  palatal 
clefts  with  insufficient  palatal  tissue,  some  neuro- 
muscular deficits  of  the  soft  palate  and  pharynx, 
and  conditions  requiring  delay  of  palatal  surgery 
are  a few  situations  which  were  best  managed  by 
obturators. 

In  1900  Gersuny  injected  Vaseline®  into  the 
posterior  pharynx.  This  produced  good  speech  re- 
sults, but  with  predictable  complications.  In  1904 
paraffin  was  used  with  apparent  success.  In  1912 
autogenous  costal  cartilage  was  implanted  behind 
the  mucous  membrane  and  musculature  of  the 
posterior  pharyngeal  wall.  Fat,  fascia,  bone  dust, 
silicone,  and  cartilage  have  all  been  inserted.2’ 4 
An  historical  review  of  pharyngoplasties  was  given 
by  Hagerty4  in  1961,  when  he  presented  his  ex- 
perience with  cartilage  implants  in  cleft  palate 
patients. 

There  are  several  advantages  to  the  Teflon®  in- 
jection pharyngoplasty  in  the  treatment  of  patients 
with  velopharyngeal  insufficiency.  1.  Morbidity  is 
fairly  limited,  being  mainly  that  of  mild  to  mod- 
erate stiffness  of  the  neck  and  a cervical  lymph- 
adenitis. Animal  experiments  have  shown  some 
local  tissue  reaction  and  fibrosis,  but  with  no  mi- 
gration of  the  Teflon®  particles  from  the  site  of 
the  original  injection.13  The  cervical  spasm  is 
probably  secondary  to  such  reaction  near  the  an- 
terior cervical  musculature.  2.  Changes  in  verbal 
communication  are  immediate,  which  we  feel  is 
of  great  psychological  help  to  concerned  parents. 
Because  of  the  early  postoperative  edema  and  the 
presence  of  glycerine  (which  is  later  absorbed  by 
the  body),  the  improvement  of  the  voice  quality 
may  be  more  pronounced  immediately,  stabilizing 
in  two  to  three  weeks.  3.  Teflon®  may  be  re- 
injected later,  to  supplement  previous  injections 
or  operations,  lending  a certain  flexibility  to  this 
type  of  treatment.  4.  Patients  suffering  from  func- 
tional velopharyngeal  insufficiency  and  rhinolalia 
can  be  treated  with  Teflon®  pharyngoplasty  with- 
out subjecting  them  to  significantly  more  serious 
forms  of  treatment  such  as  a pharyngeal  flap  pro- 


cedure or  formal  pharyngoplasty  operations  (the 
former  may  be  performed  subsequent  to  a Teflon® 
pharyngoplasty,  however).  5.  The  ease  of  appli- 
cation and  the  short  hospital  stay  lesson  the  cost 
of  the  procedure  to  parents,  an  important  addi- 
tional consideration  in  this  day  of  spiralling  medi- 
cal expenses.  (Patients  in  our  series  were  limited 
to  a two-day  hospitalization.)  6.  No  death  has 
been  reported  from  this  procedure. 

Nine  patients  in  our  series  developed  symptoms 
of  velopharyngeal  insufficiency  after  tonsillectomy 
and  adenoidectomy.  The  parents  of  these  children 
are  certainly  a concerned  and  somewhat  hostile 
group.  Improvement  in  voice  communication  in 
these  children  met  uniformly  with  appreciation, 
and  relief  was  expressed  by  the  parents. 

Three  patients  in  our  study  had  previously  un- 
dergone a pharyngeal  flap  operation,  which  had 
proved  unsuccessful.  Improvement  was  noted  in 
all  of  these  patients  following  a Teflon®  pharyn- 
goplasty. Our  cleft  palate  clinic  is  currently  re- 
evaluating our  pharyngeal  flap  patients,  and  we 
expect  that  a number  of  them  with  unsatisfactory 
results  can  be  improved  by  a Teflon®  injection 
pharyngoplasty. 

The  thickness  of  the  posterior  pharyngeal  wall 
was  significantly  increased  by  the  Teflon®  injec- 
tion and  did  not  appear  to  change  during  the  next 
year.  As  these  procedures  are  usually  performed 
in  growing  children,  the  percentage  of  correction 
obtained  from  the  injection  of  Teflon®  changes 
in  relation  to  the  size  of  the  pharyngeal  aperture 
as  the  child  grows.  Fortunately,  there  appears  to 
be  an  adaptation  by  the  patient  whereby,  once 
compensation  is  obtained,  it  is  not  lost. 

In  our  study,  patients  who  demonstrated  a gap 
distance  (with  attempted  vowel  closure)  of  greater 
than  1.0  cm  on  cineradiography  were  advised  to 
have  a pharyngeal  flap  operation.  Patients  whose 
gap  distance  (with  attempted  vowel  closure)  was 
less  than  1.0  cm  with  cineradiography  were  en- 
couraged to  have  a Teflon®  pharyngoplasty.  Al- 
though we  realize  that  patients  with  gap  distances 
larger  than  1.0  cm  could  be  successfully  treated 
with  Teflon®  paste  injections,  the  indiscriminate 
use  of  Teflon®  in  large  defects  should  be  con- 
demned. Careful  selection  of  patients  insures  a 
higher  rate  of  success  in  a treatment  modality 
that  is  still  classified  as  experimental. 

SUMMARY 

Twenty-seven  patients  with  velopharyngeal  in- 
( Concluded  on  Page  330) 
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Reminiscences  Of  Experiences  At  Rhode 
Island  And  Sotith  County  Hospitals 


Author  of  I:  Earl  A.  Bowen.  M.D. 

Author  of  II:  Maud  Denico,  R.N. 

I.  A NIGHT  TO  REMEMBER. 

It  was  during  the  September  21,  1938  Hurricane- 
Tidal  Wave  in  Providence,  Rhode  Island,  when 
10  interns  and  one  visiting  surgeon  ‘‘held  the 
fort''  at  Rhode  Island  for  more  than  12  hours. 
That  afternoon  I was  called  at  4 p.m.  to  come  to 
the  hospital  and  do  an  "’acute  appendix.”  On  the 
way  to  the  hospital  I noted  that  the  wind  was  at 
gale  force  and  that  shingles  and  portions  of  tin 
roofs  were  dropping  into  the  streets.  Around  6 
p.m.  while  still  in  the  O.R.,  we  were  told  that  the 
Accident  Room  was  filling  up  with  hurricane  vic- 
tims and  that  some  needed  O.R.  treatment  at 
once.  Xo  extra  help  could  be  obtained  because  the 
Point  Street  Bridge  was  flooded  and  impassible 
and  the  whole  center  of  Providence  was  submerged 
with  salt  water  — later  reported  to  be  13  feet 
deep  — from  Narragansett  Bay. 

We  worked  all  night  in  five  operating  rooms 
with  windows  “bombed  out”  as  a result  of  flying 
slate  shingles  loosened  by  the  gale  from  the  hos- 
pital roof.  Six  interns  were  on  their  afternoon  off 
and  couldn’t  reach  the  hospital.  About  5 a.m. 
around  daybreak,  the  first  visiting  surgeon  ap- 
peared, the  late  Doctor  Peter  Pineo  Chase*.  He 
was  clad  in  rubber  boots  and  had  walked  from  his 

EARL  A.  BOWEN,  M.D.,  practicing  physician, 
Che  packet,  Rhode  Island 

MAUD  DENICO,  R.N*.,  former  supervisor,  South 
County  Hospital,  Wakefield,  Rhode  Island 

"Former  editor  of  this  Journal. 


East  Side  home,  crossed  over  at  Smith  Street  near 
the  State  House,  and  picked  his  way  through  the 
debris  in  the  streets  to  the  hospital.  At  times  dur- 
ing the  night  two  operations  were  performed  simu- 
taneously  in  a single  operating  room  and  with 
plenty  of  fresh  air,  but  it  was  mild.  Some  of  the 
senior  interns  — products  of  the  two-year  rotating 
internship  — performed  major  procedures  and  with 
excellent  results. 

Over  200  hurricane  victims  were  admitted  to 
the  Accident  Room  that  night.  A total  of  317 
Rhode  Islanders  died  during  the  disaster,  and 
the  property  damage  was  over  $100,000,000.00. 

II.  AND  TITTLE  ANN'  BROUGHT  COKE  IN 
THE  HURRICANE1. 

Thirty- three  years  ago  Tuesday,  on  Sept.  21, 
1838,  one  of  the  worst  hurricanes  in  modern  history 
roared  through  Rhode  Island  with  practically  no 
warning,  claiming  hundreds  of  lives  and  millions 
of  dollars  in  property. 

(Afterward,  Miss  Maud  Denico,  R.N.,  County 
Hospital,  submitted  a report  on  how  the  hospital 
coped  with  the  unexpected  emergency.  Her  report 
was  supplied  by  Donald  L.  Ford,  hospital  adminis- 
trator, and  is  printed  here  as  it  was  submitted). 

“About  3 p.m.  on  Sept.  21,  the  wind  began  to 
blow  and  although  wind  doesn't  mean  much  to 
us  at  the  hospital,  situated  as  we  are  on  this  eleva- 

1 Reprinted  with  permission  from  The  Narragansett 
Times,  September  23,  1971. 
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tion,  entirely  unprotected,  something  seemed  to 
tell  us  that  that  wind  was  different.  It  increased  in 
velocity  so  rapidly  that  we  had  to  race  from  floor 
to  floor  locking  and  tying  doors,  and  in  some  in- 
stances, nailing  them. 

When  we  got  to  the  basement,  the  outside  acci- 
dent room  door  was  open.  As  it  was  impossible  to 
fasten  it,  we  tried  to  fasten  the  inside  door,  but 
in  a few  minutes  the  lock  was  torn  away  and  it 
was  all  three  of  us  could  do  to  hold  the  door  against 
the  wind  until  it  could  be  nailed. 

Four  p.m.  found  us  with  all  but  one  of  the 
electric  light  and  telephone  poles  down  and  the 
back  yard  strewn  with  wires,  putting  the  elec- 
tricity, dumb  waiter,  elevator,  sterilizers,  ice  boxes, 
telephones  both  inside  and  outside  lines,  and  our 
laundry  machinery  out  of  commission. 

Our  emergency  lighting  system  had  very  fortun- 
ately been  recently  equipped  with  a new  set  of 
batteries  but  in  spit  of  that  we  had  to  conserve 
and  use  lights  only  for  our  operating  and  delivery 
room  work  because  with  the  outside  current  off, 
recharging  would  be  impossible;  so  corridor,  exit 
and  stairway  lights  were  turned  off  and  turned  on 
only  as  needed  and  candles,  a quantity  of  which 
had  been  secured  before  darkness  made  them  nec- 
essary, flashlights,  lanterns  and  lamps  were  used. 

Slate  shingles  from  the  roofs  were  flying  through 
the  air  like  arrows  and  window  glass  was  flying 
in  every  direction. 

All  patients  were  removed  from  the  sun  porches 
to  the  corridors,  as  it  was  raining  in  and  unsafe 
for  them  to  remain  there. 

On  SeDt.  20,  our  daily  census  stood  at  37  and 
before  midnight  on  Sept.  21,  it  had  increased  to 
51.  There  had  been  two  births,  six  operations  and 
12  patients  had  been  treated  for  minor  injuries. 

Although  every  extra  bed  in  the  hospital  had 
neen  set  up  and  put  in  use,  including  the  beds 
stored  in  the  attic  from  the  old  hospital,  the  need 
oi  more  beds  became  imperative  as  cases  of  a more 
serious  nature  than  those  first  admitted  were  being 
brought  in  from  Sand  Hill  Cove.  After  a conference 
with  Sheriff  Leslie,  who  was  assisting  with  the 
rescue  work,  beds  were  made  available  at  the 
Kingstown  Jail. 

with  the  permission  of  the  doctors,  six  patients 
were  gotten  up  after  having  been  allowed  to  rest 
in  bed  and  warmed  up  with  heaters,  blankts  and 
hot  drinks,  dressed  in  anything  we  had  available 
and  taken  to  the  jail  to  remain  over  night;  and 
before  morning  those  beds  were  occupied  also. 


Dr.  Maurice  Adelman,  a member  of  our  consult- 
ing staff,  whose  children  were  at  Narragansett 
with  a nursery  maid,  came  down  from  Providence, 
and  as  soon  as  he  found  his  family  safe,  came  to 
the  hospital  and  offered  his  services.  As  there  was 
nothing  at  the  time  in  his  own  line  for  him  to  do, 
he  was  sent  to  the  Breakers  at  Narragansett  for 
additional  mattresses.  This  was  about  2:30  a.m. 

Food  was  delivered  to  the  floors  by  truck,  in- 
struments were  sterilized  in  a wash  boiler  and  a 
table  was  kept  set  up  for  an  emergency  abdominal 
operation.  Bundles  of  linen  were  sent  to  the  R.  I. 
Hospital,  which  very  kindly  sterilized  them  for  us. 

Ice  had  to  be  purchased,  all  drinking  water 
boiled,  messengers  sent  for  doctors,  supplies,  etc., 
and  an  emergency  call  was  sent  out  for  sheets  and 
pillow  lips,  and  volunteers  to  make  night  shirts,  as 
nothing  could  be  laundered  at  the  hospital,  except 
what  could  be  washed  by  hand  and  hung  outside  to 
dry.  Our  most  serious  difficulty  was  the  lack  of 
elevator  service  and  every  stretcher  case  had  to  be 
carried  to  the  third  floor.  Fortunately  I had  asked 
Jimmie  and  Joe  DiOrio  to  stay,  so  we  had  four 
men.  I can  only  tell  you  of  the  splendid  work 
and  spirit  of  the  members  of  our  nursing  and  do- 
mestic staffs.  There  was  a tremendous  task  im- 
posed upon  them,  but  they  apparently  abandoned 
all  thought  of  self,  and  although  some  of  them 
had  homes  and  families  in  the  stricken  areas,  saw 
the  hospital  through  the  greatest  emergency  it  has 
ever  experiencd  and  worked  unselfishly  and  un- 
tiringly until  they  were  relieved  from  duty. 

People  wer  very  kind  and  helpful.  Walter  Shan- 
non was  the  first  to  come  to  the  hospital  to  in- 
quire for  our  safety  and  stationed  Grafton  Kenyon 
here  as  watchman  and  messenger. 

Edwin  Northup  and  George  Prentice  came  with 
extra  flashlights  and  batteries.  Mr.  Northup 
brought  a message  from  his  sister,  Miss  Dorothy 
Northup,  and  a friend  visiting  her,  both  nurses, 
offering  their  services. 

William  Trully  sent  ice  cream;  the  Red  Cross 
sent  sandwiches  and  coffee;  the  Breakers  Hotel 
loaned  mattresses  and  offered  accommodations,  and 
a group  of  students  came  down  from  Kingston 
and  offered  their  fraternity  house.  Mrs.  Brackett 
offered  us  beds  from  the  Guild,  and  Mr.  Clifford, 
Mr.  Taft  and  Officer  Costanza  came  to  see  that 
we  were  all  right.  Howard  Fauly  went  on  errands 
for  us  and  Dr.  Jones  loaned  lamps. 

The  following  day,  there  were  many  offers  of 
(Concluded  on  Page  331) 
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PURPLE  HEART 


In  another  war,  fought  long  ago  in  other  jungles, 
we  have  memories  of  many  Purple  Heart  awards. 
The  decoration  was  slyly  scoffed  at  by  combat  vet- 
erans, since  a scratch  might  be  the  only  wound 
warranting  the  presentation.  Hospitals  always  had 
abundant  supplies  of  the  medals  ready  for  use. 
Yet  it  was  always  a respected  decoration,  re- 
putedly inaugurated  during  the  Revolutionary 
War  by  General  George  Washington  himself. 

On  Friday,  August  11,  1972  Delta  Company 
3rd  Battalion,  21st  Infantry,  United  States  Army, 
the  last  combat  infantry  unit  in  Vietnam,  was 
deactivated.  It  had  been  a long  road  since  the 
first  battalion  of  marines  landed  in  Vietnam  on 
March  8,  1965. 

On  Thursday  night,  while  his  platoon  was  pre- 
paring a night  defense  position,  Sp-4  James  Mc- 
Vicker,  aged  20  of  Cascade,  Idaho,  stepped  on  a 
booby  trap.  He  was  the  last  ground  combat  in- 
fantryman to  be  wounded  in  Vietnam.  He  was 
later  reported  to  be  in  good  condition  at  the  95th 
Evacuation  Hospital  at  Da  Nang,  convalescing 
from  shrapnel  wounds  of  both  legs  and  over  one 
eye.  He  is  expected  to  do  well. 

He  was  asked  how  he  felt  about  being  the  last 
‘‘grunt’’  — slang  for  infantryman  — to  be  wounded 
in  Vietnam. 

“I  could  have  done  without  it,”  he  said.  “Bui 
I will  be  all  right.  I have  always  been  proud  to 
be  a grunt.  We  had  a mission  to  do  and  we  did  it.” 

“I  remember  the  dirt  and  the  metal  coming  up 
all  around  me.  It  must  have  blown  me  five  feet 


in  the  air,"  he  said.  “I  was  conscious  all  the  time 
and  afraid  I would  land  on  another  mine  when  I 
came  down.” 

McVicker  remembered  being  stunned  and  the 
outfit’s  medic  working  on  him. 

“I  told  myself,  ‘Jim,  keep  your  head.  You’ll 
be  all  right.’  The  medic  did  a great  job.  He’s  a 
great  guy  and  the  best  medic  in  the  company.” 

Even  though  it  was  after  dark,  a rescue  heli- 
copter quickly  flew  to  the  platoon’s  position  to 
take  McVicker  back  to  the  hospital. 

“When  I heard  the  Medevac  bird  in  the  air, 
I knew  that  I was  going  to  be  OK,  that  I wasn’t 
going  anywhere  but  home,”  he  said.  “Tt  will  take 
time  and  a lot  of  will  power,  but  I’ve  got  plenty 
of  both.  My  wounds  will  heal.” 

He  recalled  a letter  he  had  once  written  to  a 
California  editor,  in  which  he  said,  “Lots  of  people 
are  humping  (marching)  over  here  and  getting 
hurt  so  that  others  will  not  have  to  come  over 
later.” 

He  said,  ‘T’m  a dedicated  American  and  proud 
of  it.” 

Since  American  troops  and  advisers  are  still  on 
duty  in  South  Vietnam  and  American  fliers  are 
active  over  all  of  Indochina,  McVicker  will  in  all 
probability  not  be  the  last  American  to  receive 
the  Purple  Heart  in  this  unfortunate  conflict. 

Let  us  hope,  however,  that  all  deaths  and  in- 
juries will  soon  end  and  that  the  spirit  of  Jim 
McVicker  will  be  vindicated  by  a just  and  lasting 
peace. 


AIR  POLLUTION  AND  MOTOR  CARS 


Federal  and  state  standards  for  automobile  ex- 
haust pollutants  have  been  gradually  tightened 
and  will  continue  to  be  for  the  next  several  years. 
We  are  now  entering  a phase  where  automobile 
manufacturers  are  beginning  to  be  concerned  about 
the  cost  to  consumers  and  the  effect  on  power 
output  of  further  necessary  modifications  of  the 
four-cycle  internal  combustion. 

Current  attention  is  largely  centered  on  the 
rotary  engine  first  developed  by  German  inventor 
Felix  Wankel.  While  the  Wankel  engine  is  not 
inherently  clean,  it  is  so  small  that  it  leaves  more 
room  under  the  hood  for  emission  controlling 
devices.  It  is  already  in  use  in  some  German  and 


Japanese  cars,  and  one  Japanese  import,  the 
smooth-riding  Mazda  equipped  with  the  Wankel, 
is  already  available  in  the  LTnited  States.  It  is 
expected  to  meet  without  difficulty  the  federal 
emission  standards  for  1975  and  1976  models. 
General  Motors  expects  ultimately  to  invest  $50 
million  in  its  W’ankel  license.  Other  United  States 
manufacturers  will  pay  royalties  to  Curtiss- 
Wrright  Corp.,  which  has  the  North  American 
patent  rights  to  build  Wankel  motors.  Ford  is 
currently  testing  with  technology  bought  from 
the  Wrest  German  owner  of  the  patents. 

Ford,  adding  another  string  to  its  bow,  is  also 
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October  1972 


323 


taking  a new  look  at  an  old  timer  invented  in 
1816  by  Robert  Stirling,  a Scottish  minister.  In 
the  modern  version  of  the  Stirling  engine,  power 
is  transmitted  from  a single  cylinder  to  a rotating 
swashplate.  Experimental  vehicles  have  actually 
been  built  and  operated  with  this  motor.  It  is 
economical  and  can  burn  allmost  any  type  of 
fuel.  It  operates  quietly  and  produces  no  unburned 
hydrocarbons  or  carbon  monoxide,  since  the  cylin- 
der is  driven  by  a working  gas,  such  as  sealed 
hydrogen.  Experimentation  with  this  newcomer 
in  the  antipollution  derby  is  just  starting,  and 
it  is  considered  a longshot. 

Steam  and  electrically  driven  motors  are  still 
in  the  sweepstakes,  but  so  far  have  not  proved  to 
be  promising.  Gas  turbines  are  still  under  con- 
sideration. 

Gaseous,  in  lieu  of  liquid  fuels,  are  also  being 
tried  in  the  internal  combustion  engine.  To  burn 
propane  or  natural  gas  requires  a new  fuel  tank 
and  modifications  of  the  engine  costing  up  to  $300. 
The  major  drawback  to  natural  gas  is  a 15  per 


cent  loss  in  horsepower  at  high  speeds.  The  latest 
gas  entry  is  compressed  hydrogen.  Most  current 
experiments  with  hydrogen  also  involve  adapta- 
tions of  conventional  internal  combustion  engines. 
A University  of  Miami  group  has  successfully 
operated  a converted  1971  Toyota  station  wagon 
on  compressed  gaseous  hydrogen.  Cruising  at  40 
mph  they  produced  no  atmospheric  pollutants  ex- 
cept tiny  amounts  of  nitrogen  oxygen,  a small 
fraction  of  the  1975  allowable  limits.  Liquid  hy- 
drogen has  also  been  tried,  but  is  of  course  a very 
unwieldy  substance. 

Hydrogen,  the  most  abundant  of  all  earthly  ele- 
ments, can  be  purchased  in  several  ways.  These 
include  extraction  from  hydrocarbons  and  elec- 
trolysis of  water.  One  attractive  candidate  is 
solar-powered  electrolysis  of  sea  water. 

The  focus  of  all  of  these  activities  is  not  yet 
clear,  but  certainly  economically  feasible,  con- 
venient, and  powerful  non-polluting  engines  will 
eventually  emerge  from  this  welter  of  experimen- 
tation. 


SOLOMON  A.  BERSON,  M.D.  (19191972) 


Doctor  Solomon  A.  Berson  died  in  April  1972 
in  his  fifty-third  year.  Doctor  Berson  was  an 
accomplished  scientist  and  was  recognized  as  the 
father  of  radioimmunoassay.  He  had  long  been 
associated  with  the  Veterans  Administration.  His 
last  paper,  on  large  and  small  gastrins,  was  read 
posthumously  at  the  Fourth  International  Con- 
gress of  Endocrinology.  The  American  Diabetes 


Association  in  recognition  of  his  pioneer  work  on 
insulin  has  established  a Solomon  A.  Berson  Re- 
search Award.  The  Endocrine  Society  awarded  to 
him  posthumously  its  highest  award,  the  Koch 
Medal. 

Doctor  Berson  was  turned  down  by  21  medical 
schools  before  he  was  finally  admitted  to  NYU 
on  his  second  try. 


^Jrear 
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CAN  STOP 

POTASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

^Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  if  spironolactone  is 
used  concomitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide' 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis, 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION’ 


If  you  ve 
, seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent  Age  22,  previously  normal  menses| 

typical  clinical  situations,  but  do  not  with  occasional  menorrhagia  Now 

necessarily  represent  actual  cases.  on  a sequential  O.C.  for  four  month 

Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 
Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg. -estrogen  O.C. 
(such  as  Demulen  ). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice  An  estrogen-dominant 
O.C  (such  as  Enovid-E  ) 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg  - 
estrogen  combination  (such  as 
Enovid-E"  or  a sequential). 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen  ).  \ 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


\ge  25,  tall,  slender,  athletic, 
vith  flat  chest  On  a progestogen- 
iominant  50-mcg. -estrogen  0 C 
las  recurrent  trichomoniasis 
ind  Monilia. 

Indicates  estrogen  deficiency  and 
ixcess  of  progestogen  in  current  O.C 
1st  choice:  Switch  to  a com- 
jination  pill  with  100  meg. 
istrogen  and  less  progestational 
ictivity  (such  as  Enovid-E  or 
Jvulen  or  a sequential). 

/ 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America”  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg  - 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen 

1st  choice  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ). 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dommant/low-dose-estrogen  O.C. 
for  six  months  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 


spectrum  pill  (such  as  Ovulen 


Age  27,  slightly  overweight, 
multiparous  Nausea  with  all  three 
pregnancies  and  with  a sequential 
0 C.  three  years  ago  Has  pre- 
menstrual fluid  retention  and 
leg  cramps 

Indicates  probable  excess  of 
estrogen 

1st  choice  A 50-mcg. -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen- ). 


Ovulen  siEr trurn  ac 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestran#t 04  mg. 


a moderately 

I progestogen-dominant  O.C 


L/U  1 IU1U  1 for  many 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®  -28  is  a placebo,  containing  no  active  ingredients 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules/ 

I cr.Di  p Products  of  SEARLE  & CO. 

I San  Juan,  Puerto  Rico  00936 

a moderately 

Enovid-E  ?ortrs°^dominant  oc 


Each  tablet  contains  norethynodrel  2.5  mg./mestranol  0.1  mg. 


searleI  Product  of  Searle  Laboratories  Division 
ora  brief  summary  l— — G.D.  SEARLE  & CO. 

f prescribing  information,  P.O.  Box  5110,  Chicago,  Illinois  60680 

'lease  see  next  page.  Where  "The  Pill"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 


Ovulen' 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./mestranol  01  mg. 


Demulen' 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  0vulen-28*and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain”  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4,4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts, This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.fn  breakthrough  bleeding,  and  in  allcases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible  i 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep-  : 
tives  The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa-  I 
tients  should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contracep 
tion  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen  Pract.  13:267-279 (May)  1967 
2.  Inman,  W.  H W,  and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med.  J 2:193-199  (April  27)  1968  3.  Vessey,  M P , and  Doll,  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med  J.  2:651-657  (June  14)  1969  4.  Sartwell, 

P.  E.;  Masi,  A.  T,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 

J Epidem.  90  365-380 (Nov.)  1969. 
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(Continued  From  Page  302) 

And  this:  “Practices  involving  the  application 
of  labels  such  as  congenital  dyslexia  or  develop- 
mental dyslexia,  minimal  brain  dysfunction,  or 
perceptual-motor  impairment  to  physiologically 
normal  children  having  difficulties  in  acquiring 
reading  skills  are  to  be  discouraged,  since  these 
practices  impart  an  aura  of  legitimacy  to  a type 
of  differential  diagnosis  that  at  the  present  time 
is  impossible  to  make  and  that  is  sometimes  used 
to  support  therapeutic  strategies  that  have  little 
or  no  educational  merit.” 

If  all  American  schools  had  reading  teachers  of 
Doctor  Burnett's  competence  there  would  be  now 
no  serious  concern  for  the  development  of  strate- 
gies to  correct  the  disgraceful  extent  of  reading 
failures  in  American  school  children.  But  of  course 
this  is  not  the  case.  Just  listen  to  the  words  of 
Doctor  James  Allen,  former  Commissioner  of  Edu- 
cation1: “The  curricula  ol  most  teachers’  colleges 
require  only  three-credit-hours  in  a separate  read- 
ing course,  in  many  instances  subsuming  reading 
within  a single  general  language  arts  course;  many 
teacher  candidates  graduate  from  teachers  col- 
leges without  ever  having  had  experience  in  teach- 
ing reading;  less  than  one-third  of  the  states  re- 
quire a separate  reading  course  for  teachers  re- 
ceiving certification  at  the  general  elementary  level; 
only  about  two-thirds  of  the  states  have  any  spe- 
cial certification  for  reading  specialists.” 

Much  has  been  written  about  Why  Johnny  Can’t 
Read.  It  is  time  that  the  accusing  finger  be  pointed 
less  toward  Johnny  and  more  to  the  teacher  that 
teaches  him  and  the  school  system  in  which  he 
is  taught. 

Herman  B.  Marks,  m.d. 

iBull  Orton  Soc  21:13,  1971 

* * * 

HANDBOOK  OF  PSYCHIATRY.  Edited  by 
Philip  Solomon  and  Vernon  D.  Patch.  Los 
Altos,  Lange  Medical  Publications,  1971.  $7.50. 
Second  Edition.  (First  Edition,  1969.) 

Some  years  ago,  according  to  the  preface  to  the 
First  Edition,  Doctor  Solomon,  in  sponsoring  -post- 
graduate courses  for  non-psychiatric  physicians, 
found  his  chief  problem  was  the  lack  of  a read- 
able, practical,  and  authoritative  text.  There  were 
either  good  texts  that  were  too  extensive  (elabo- 
rate and  detailed)  and  contained  more  than  the 
non- psychiatrist  needed  or  wanted  to  know,  or 
“made  simple”  psychiatry  books  that  were  simple 
but  too  incoherent  where  more  elaborate  and  de- 
(Continued  on  Next  Page) 
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Continuing  Medical  Education  for  the  Practicing  Physician 


A symposium  to  be  held  November  18,  1972  under  the  sponsorship  of  the 
Brown  University  Section  of  Surgery  in  the  Division  of  Biomedical  Sciences, 
and  the  Rhode  Island  Chapter  of  the  American  College  of  Surgeons  in  the 
George  Auditorium,  Rhode  Island  Hospital. 

Chairman:  Dr.  Henry  T.  Randall,  Professor  of  Medical  Science  and  Section 

Head,  Section  of  Surgery,  Division  of  Biological  and  Medical  Sci- 
ences, Brown  University;  Surgeon-in-Chief,  Department  of  Surgery, 
Rhode  Island  Hospital. 


8:30  a.m. 
8:45  a.m. 


9:20  a.m. 


9:55  a.m. 


10:30  a.m. 
10:50  a.m. 


11:25  a.m. 


11:55  a.m. 


12:30  p.m. 


Welcome 

Mr.  Lloyd  L.  Hughes,  Executive  V ice  President,  Rhode  Island  Hospital. 

THE  THYROID 
Dr.  John  J.  Canary,  F.A.C.P. 

Professor  of  Medicine  and  Director  of  the  Division  of  Endocrinology  and  Metabol- 
ism, Georgetown  University  School  of  Medicine,  Washington,  D.  C. 

THE  PARATHYROIDS 
Dr.  B.  Marden  Black,  F.A.C.S. 

Professor  of  Surgery,  Mayo  Graduate  School  of  Medicine,  University  of  Minnesota, 
Rochester,  Minnesota,  Staff  Surgeon,  Mayo  Clinic. 

ECTOPIC  ENDOCRINE  SECRETING  TUMORS 
Dr.  Mortimer  B.  Lipsett,  F.A.C.P. 

Associate  Scientific  Director,  National  Institute  of  Child  Health  and  Human  De- 
velopment, Bethesda,  Maryland. 

COFFEE  BREAK 
THE  ADRENAL  GLAND 
Dr.  Richard  H.  Egdahl,  F.A.C.S. 

Professor  of  Surgery  and  Chairman  of  the  Boston  University  School  of  Medicine, 
Chief  of  Surgery,  University  Hospital,  Boston,  Massachusetts. 
NEUROENDOCRINE  TUMORS 
Dr.  Seymour  Reichlin,  F.A.C.P. 

Professor  of  Medicine,  Tufts  University  School  of  Medicine,  Chief  of  Endocrinology 
Service,  New  England  Medical  Center  Hospital,  Boston,  Massachusetts. 
QUESTION  PERIOD 

Moderator:  Dr.  Milton  W.  Hamolsky,  Professor  of  Medical  Science,  Division  of 
Biological  and  Medical  Sciences,  Brown  University;  Physician-in-chief,  Department 
of  Medicine,  Rhode  Island  Hospital. 

ADJOURN 


SET  UP 
PRACTICE- 
NO  COST! 

Immediate  community  health  physician 
openings  . . . Southeastern  U.  S.  . . . 
limited  number,  other  areas  . . . pioneer- 
ing program  for  unique  team  practice 
. . . rural  and  urban  locales  . . . benefits 
include:  no-cost  practice  setup,  continu- 
ing education,  malpractice  protection 
vacation  coverage.  problem-oriented 
practice  management  and  administra- 
tive help.  Serve  where  you’re  both 
wanted  and  needed.  Try  it  you’ll  like  it- 

Call  or  write: 

NATIONAL  HEALTH  SERVICE  CORPS 
5600  Fishers  Lane 
Rockville.  Md.  20852 
Phone:  301/443-1686 


tail  were  needed.  This  handbook  is  an  attempt 
to  hit  a happy  medium. 

Forty  authors  contributed  to  the  First  Edition. 
Seven  of  these  were  dropped  from  the  Second 
Edition  and  one  new  one  added;  thus  there  are 
thirty-four  contributors  in  the  Second  Edition. 
There  is  a high  proportion  of  juniors  among  the 
authors.  The  editors  had  chosen  them  carefully 
and  expect  the  list  to  include  prominent  names 
of  the  future.  Most  of  the  authors  were  trained 
or  were  in  training  in  the  Boston  area. 

The  First  Introduction  is  a brief  declaration 
about  the  psychiatric  (emotional)  role  of  every 
physician  and  the  physician’s  psychiatric  (emo- 
tional) responsibilities.  “Mental  and  emotional 
illness  is  not  a fearsome  chaos  of  wild  “id”-crea- 
tures  and  fitfully  sleeping  dogs.  Most  people  have 
some  degree  of  it  and  are  minimally  to  moderately 
disturbed  by  it.’-  (Even  European  psychiatrists 
still  have  difficulty  accepting  this  about  them- 
selves.) A patient  “might  go  away  immensely  for- 


tified  just  to  be  asked  how  he  or  she  feels  by 
someone  who  cares  what  the  answer  is”  — some- 
one who  listens  without  being  judgmental,  whom 
he  or  she  does  not  have  to  manipulate  or  satisfy, 
who  does  not  want  anything  except  to  be  of  help. 

The  Introduction  to  the  Second  Edition  is  longer 
and,  after  differentiating  a handbook  from  ency- 
clopedias and  textbooks,  discusses  who  can  use 
this  book  and  how.  Finally  there  is  an  overview 
of  the  material  in  the  book,  the  need  to  repeat 
several  themes  under  different  headingsf  e.g.,  de- 
pression and  anxiety;  and  contemporary  social 
problems  with  psychiatric  implications:  war,  pol- 
lution, youth  protests),  and  the  need  to  include 
in  some  chapters  the  overlap  (or  interlap)  with 
other  specialties  (neurology,  internal  medicine, 
surgery,  pediatrics,  geriatrics,  psychology,  so- 
ciology, law,  genetics,  and  history). 

In  the  First  Edition  the  material  is  organized 
under  three  headings  somewhat  like  a case  his- 
tory, present  illness,  and  treatment.  But  the  ac- 
tual headings  try  to  do  too  much:  I.  Psychiatric 
Skills,  Theory  and  Background  Data;  II.  Psy- 
chiatric Symptoms,  Entities  and  Fields;  III.  Psy- 
chiatric Treatment.  (The  volume  concludes  with 
a General  Bibliography,  Index,  and  a spelled-out 
Psychiatric  Emergency  Routine.)  This  organiza- 
tion might  have  worked  if  the  whole  volume  were 
written  by  one  author.  With  multiple  authors  the 
effect  is  jumbled  and  disintegrated  with  too  much 
variety  under  each  main  section,  Maybe  there  was 
a rush  to  make  a deadline,  and  the  authors  had 
to  do  more  of  a mechanical  arranging  role  without 
too  much  involvement  with  the  material  itself. 

In  the  Second  Edition,  the  various  topics  are 
organized  under  four  simple  headings  that  more 
closely  approximate  the  oontent  and  hence  make 
it  easier  to  decide  under  what  headings  to  look 
for  what.  The  result  is  a better  sense  of  integra- 
tion, a better  “hanging  together”.  The  case  format 
in  this  instance  is:  past  history,  present  illness, 
treatment,  and  family  history  (special  aspects  ac- 
cording to  chronologic  age  periods  of  an  individual’s 
development  and  special  points  of  view).  The 
four  parts  are:  I.  Psychiatric  Background;  II.  Psy- 
chiatric Illness;  III.  Psychiatric  Treatment;  TV. 
Special  Psychiatric  Fields.  Each  chapter  has  its 
own  list  of  references.  An  Appendix  includes  Psy- 
chiatric Classification,  Summary  of  Treatment  of 
Acute  Poisoning,  and  General  Bibliography.  Then 
come  the  Index  (in  smaller  and  fainter  type  than 
in  the  First  Edition)  and  the  very  useful  and 
practical  Psychiatric  Emergency  Routine.  The 
(Continued  on  Next  Page) 
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Seebert  J.  Goldowsky,  M.D. 


editors  took  a more  active  part  in  working  over 
some  of  the  topics  with  the  respective  contributors. 
This  added  to  the  homogeneity  of  the  volume. 

Both  editions  begin  with  a discussion  of  the 
Doctor -Patient  Relationship.  It  should  be  read 
and  re-read  by  any  ‘‘care-taker  figure”.  In  the 
Second  Edition  this  is  followed  by  a chapter  on 
“The  Mind  and  the  Brain”.  It  is  an  attempt  to 
integrate  newer  knowledge  about  central  nervous 
system  anatomy,  physiology,  and  function  with 
what  is  known  about  personality  (mind).  A final 
and  definitive  chapter  on  this  may  be  written  if 
a “language”  can  be  developed  that  can  simul- 
taneously state  the  subjective  and  objective  in 
single  terms.  The  only  “language”  that  exists  at 
present  is  the  intact  human  being  himself. 

In  sequence  there  are  refreshing  chapters  on  the 
Psychiatric  Examination  (including  special  exam- 
inations such  as  medico-legal,  screening,  and  fol- 
low-up), Common  Psychiatric  Symptoms,  and  Dif- 
ferential Diagnostic  Symptoms  and  Signs. 
Throughout  these  chapters  the  attitude  is  that 
people  and  their  difficulties  occur  on  a continuum, 
that  one  must  evaluate  the  “sick”  with  regard  to 
the  “norm”  for  time,  place  and  circumstance,  cul- 
ture, economics,  family,  and  social  position.  There 
is  repeated  emphasis  on  listening,  hearing,  em- 
pathy with  the  person’s  feelings  (affect,  emotion), 
and  avoidance  of  conveying  or  implying  subjec- 
tive judgment.  This  does  not  mean  that  one  agrees 
or  disagrees  with  what  he  is  hearing. 

In  the  section  on  Differential  Diagnosis  a novel 
attempt  is  made  to  go  from  possible  symptoms 
and  signs  to  possible  diagnoses.  Forty  symptoms 
are  used.  In  various  situations  certain  ones  serve 
as  major  or  minor  diagnostic  cues.  A reading  of 
this  chapter  will  illustrate  concretely  why  the  com- 
puter can  not  take  the  place  of  clinical  judgment 
in  the  making  of  diagnoses. 

Fortunately  a chapter  on  Psychiatric  Classifica- 
tion was  omitted  in  the  Second  Edition.  It  was 
based  on  the  Diagnostic  and  Statistical  Manual 
of  1968  (II).  Most  American  psychiatrists  con- 
sider this  a regression  from  the  more  dynamic  one 
of  1952  (I).  It  resulted  from  the  compromises 
made  with  psychiatrists  from  other  parts  of  the 
world  (primarily  European)  so  that  an  interna- 
tional statistic  could  be  established. 

The  next  three  chapters  deal  with  Psychologic 
Testing,  Genetics  and  Psychiatry,  and  Psychiatric 
Epidemiology.  The  first  is  short  and  concise.  In 
addition  to  9ome  general  statistics  it  describes  the 
various  tests,  discusses  reliability  and  validity, 
says  what  to  ask  for  and  what  to  expect,  and 
finally  what  not  to  ask  for  and  what  not  to  ex- 
pect. The  chapter  on  genetics  states  what  is  known, 


what  is  in  doubt,  and  what  is  unknown.  Most  of 
the  statistics  on  epidemiology  are  based  on  United 
States  Public  Health  Service  Mental  Hospital  data. 
Because  psychiatric  nosology  is  ambiguous  and  be- 
cause, except  for  mental  hospitals,  epidemiologic 
records  are  not  kept  carefully  or  in  a standardized 
form,  reliable  and  valid  data  are  hard  to  obtain. 

The  final  three  chapters  in  the  first  section  are 
about  Mental  Hospitals,  Statistics  in  Psychiatry, 
and  the  History  of  Psychiatry.  The  first  begins 
with  the  old  concept  of  mental  hospitals  and  dis- 
cusses modern  concepts  of  the  hospital  and  the 
variety  of  functions  and  treatment  modalities  it 
can  offer.  As  for  the  chapter  on  statistics  — I wish 
I had  more  empathy  with  statistics  and  their  spe- 
cial language.  In  this  chapter  I learned  that  there 
are  three  “means”.  (I  have  enough  trouble  with 
one.)  The  chapter  is  illustrated  by  “measurements 
that  could  have  been  collected  in  a hypothetical 
study  of  the  effectiveness  of  a new  drug  in  re- 
ducing the  duration  of  alcoholic  delirium  tremens.” 
Could  it  have  been  written  from  the  point  of  view 
of  a clinician  who  asks  questions  of  the  material 
rather  than  what  statistics  can  determine  from 
the  material?  By  the  time  I learn  the  meaning 
of  the  statistical  terms  I have  forgotten  what  they 
stood  for  and  what  I was  asking.  It  may  be  that 
the  chapter  is  too  condensed  and  the  language 
used  too  specialized  and  beyond  my  capacity  to 
grasp  and  consistently  and  continuously  to  inte- 
grate. History  is  given  in  chronologic  outline  form 
listing  significant  people  or  events  or  institutions 
beginning  with  Greek,  Roman,  and  Arabic  influ- 
ences. Hints  of  modern  psychiatry  begin  in  1409 
with  the  construction  of  the  first  European  hospital 
for  the  mentally  ill  only.  It  was  in  Spain.  Modern 
Psychiatry  is  dated  as  beginning  with  Freud.  Yet, 
it  was  Meyer’s  “psychobio’ogy”  and  his  personal 
influence  on  many  individuals  that  paved  the  way 
for  the  readiness  to  accept  and  the  acceptance  of 
Freud’s  subjective  psychiatry  in  the  United  States, 
Meyer’s  objective  psychiatry  focussed  on  the  in- 
tegration of  psychiatry  with  medicine  and  every- 
day living.  It  has  today  so  much  in  common  with 
“ego  psychology”,  and  social  and  community  psy- 
chiatry. Perhaps  the  Boston  setting  and  the 
strength  of  psychoanalysis  there  as  well  difficulty 
in  reading  the  little  that  is  available  of  Meyer  ac- 
counts for  the  underplaying  of  “he  who  for  sev- 
eral decades  was  considered  the  ‘dean  of  American 
psychiatry’.” 

In  the  Second  Edition,  Part  II,  Psychiatric  Ill- 
ness, begins  with  The  Schizophrenias,  includes  a 
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USE  OF  TEFLON  IN  HYPERNASAL 
SPEECH 

(Concluded  From  Page  320) 
sufficiency  have  been  treated  by  Teflon®  injection 
pharvngoplastv  from  May  1968,  through  June 
1970.  Twenty-six  patients  were  studied  for  one 
year,  and  25  of  these  were  found  to  have  improved 
verbal  communication  skills. 

This  study  indicates  that  Teflon®  injection 
pharyngoplasty  is  a useful  procedure  in  treating 
selected  cases  of  velopharyngeal  insufficiency.  It 
can  be  used,  also,  as  a supplemental  treatment  in 
patients  in  whom  an  unsuccessful  pharyngeal  flap 
has  been  performed. 
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TOTAL  HIP  REPLACEMENT 

(Concluded  From  Page  316) 
series  in  terms  of  pain  relief,  restored  hip  mobility, 
and  increased  walking  ability  certainly  warrant 
continued  use  of  this  surgical  technique  in  the 
treatment  of  severe  hip  joint  disabilities. 
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HURRICANE 
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help:  T.  P.  Hazard  offered  the  use  of  Holly  House; 
Mr.  Butler,  two  tanks  of  Philgas;  Mrs.  Sturges’ 
chauffeur  and  David  Sawin  did  trucking  for  us; 
Freeman  Healy  brought  more  flashlights  and  bat- 
teries; Watson  Greene  offered  to  send  wireless 
messages.  Miss  Edith  Sawin  assisted  on  the  wards, 
Miss  Charlotte  Dane  collected  linen;  and  C.  Pres- 
cott Knight  supplied  us  with  boiled  water  for  more 
than  a week. 

Additional  offers  of  help  came  from  Mrs. 
Sturges,  Miss  B.  deCoppet,  T.  P.  Hazard,  Mrs. 
Sawin,  Mrs.  Arthur  Miller,  Mrs.  A.  A.  Denico, 
Miss  Ruth  Robinson  and  several  volunteer  workers. 
Mrs.  Jones,  Mrs.  Eldred,  Miss  Matilda  Dykstra, 
Mrs.  Whitford  and  Miss  Luby  volunteered  their 
services. 

Miss  Luby  remaining  several  nights  to  assist 
the  night  supervisor. 

Mrs.  I.  Peace  Hazard  supplied  soup  for  several 
days.  Mrs.  Robert  Gough,  Mrs.  Harry  Harvey, 
Mrs.  Elisha  Robinson,  Miss  Alice  Goodwin  and 
Mrs.  Annie  K.  and  Mildred  Webster  made  night- 
gowns. Lanterns  were  loaned  by  Mr.  Roy  Bell. 


Mrs.  Shippee,  Mrs.  Harry  Harvey,  Mrs.  Charles 
Perkins  and  Mrs.  T.  F.  I.  McDonnell  brought  old 
linen  and  gauze. 

Mrs.  Leonard  Bacon,  Mrs.  Sturges,  Mrs.  Foster 
Hunt,  Mrs.  F.  W.  Moulton,  South  Kingstown  and 
Narragansett  District  Nurses  Association,  Mrs. 
Crolius  and  Miss  Charlotte  Dane  supplied  addi- 
tional sheets  and  pillow  cases;  little  Ann  Eldred, 
anxious  to  help,  sent  six  bottles  of  Coca-Cola. 

The  Narragansett  Fire  Department  and  all  the 
rescue  workers  were  most  cooperative  in  main- 
taining quiet  in  the  hospital  and,  with  rubber  boots 
and  stretchers,  walked  through  the  first  floor  cor- 
ridor to  the  elevator  practically  all  night  while  our 
regular  patients  slept  through  as  though  nothing 
had  happened. 

Our  damages  were  minor:  broken  doors  and 
window  panes  principally,  a few  shingles  off.  Our 
garage  roof  blew  off  and  crashed  into  three  cars 
parked  at  the  nurses’  home,  but  fortunately  no 
one  was  injured. 
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(Concluded  From  Page  329) 
chapter  on  Normal  and  Abnormal  Sexual  Behavior, 
and  concludes  with  a chapter  on  Suicide. 

Part  III,  Psychiatric  Treatment,  has  chapters 
on  Psychiatric  Emergencies,  Drug  Therapy  (rather 
than  Psychopharmacology,  as  in  the  First  Edition), 
Electroconvulsive  Therapy  and  Other  Somatic 
Therapies,  Brief  Psychotherapy,  Group  Therapy, 
Behavior  Therapy  and  Hypnotherapy,  Psychiatric 
Social  Work,  and,  finally,  Psychiatric  Nursing. 

Part  IV,  Special  Psychiatric  Fields,  covers  Psy- 
choanalysis, Child  Psychiatry  (with  the  major 
stages  of  childhood  development  according  to  Sig- 
mund Freud,  Erik  Erikson,  and  Jean  Piaget  con- 
veniently combined  and  in  stage  sequence),  Mental 
Subnormality  (see  the  table  that  lists  how  differ- 
ent terminologies  — American  Psychiatric  Associa- 
tion, World  Health  Organization,  American  Asso- 
ciation for  Mental  Deficiency  — differ  in  their 
classification  of  similar  IQ’s),  Adolescent  Psychia- 
try, College  Psychiatry,  Geriatric  Psychiatry, 
Forensic  Psychiatry,  Psychiatric  Consultation,  and 
Community  Psychiatry. 

With  its  tables  and  charts,  with  its  presentation 
briefly  and  succinctly  of  various  points  of  view, 
a condensation  without  being  a trot,  the  Second 
Edition  achieves  the  goal  of  a readable,  practical, 
authoritative  text.  In  its  text  and  glossaries  it 


defines  terms  in  readily  understandable  language. 
Adolph  Meyer  would  have  admired  the  use  of 
patient  quotations  and  everyday  language  and  ex- 
pressions often  used  in  case  and  dynamic  illus- 
trations. Most  of  the  chapters  have  a personalized 
flavor  as  if  they’ve  been  written  by  persons  who 
liked  their  topics. 

Psychiatry  and  psychotherapy  apply  to  an  area 
of  life  in  which  the  material  being  studied  and 
treated  is  itself  changing  while  the  field  and  meth- 
ods are  also  changing.  A handbook  becomes  a 
cross-section  in  time  and  place  of  the  methods  and 
techniques  of  the  philosophy  and  culture.  This 
handbook  presents  psychiatry  up  to  1968. 

Refer  to  this  book  if  you  are  interested  only  in 
the  normal  personality  and  its  normal  variants 
rather  than  in  the  disturbances  that  are  called 
mental  (emotional)  illness.  Refer  to  this  book  if 
you  wish  to  know  what  is  known,  what  is  in  doubt, 
and  what  is  unknown  about  the  psychiatric  evalua- 
tion of  man. 

With  a good  grasp  of  this  book,  psychiatric  spe- 
cialty boards  and  self-assessment  tests  will  be  a 
pipe,  at  least  if  they  are  written  and  not  oral. 

This  is  a thorough,  painstaking,  most  appro- 
priate effort.  It  meets  a great  need  in  this  time 
of  information  overload  and  ambivalance. 

Joseph  M.  Zucicer,  m.d. 
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forget  your  telephone 
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The  negative  power  of  clinically  significant  anxiety 
in  angina  pectoris... 
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During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCI)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCI) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCI)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Librium  4 

(chlordiazepoxide  HCI) 

10-mg;  25-mg  capsules 
up  to  100  mg  daily 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions  : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCI.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 
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A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 
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COVER:  St.  Joseph's  Hospital  is  celebrating  its  80th  anniversary.  The  cover  is  from  an  1894 
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Why  send  him 
to  the  islets 

of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HC1 
Tablets  of  25  mg. 

DBI-TD*  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 
Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alieviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-I46-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


He  won't  resist 
feeling  better  with 


Mylanta 

Because  the  taste  is  good, 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


YIANTA 


TABLETS 


® 


aluminum  and  magnesium  hydroxides  with  simethicone 

STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  December  6,  1972 

LOWER  EXTREMITY  PROSTHESIS 
Cairbre  B.  McCann,  M.D. 

Director  of  Rehabilitation  Medicine,  Rhode  Island 
Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 


Thursday,  December  7,  1972 

CRUSTACEAN  REGENERATION 
Dr.  Dorothy  Bliss 

Department  of  Living  Invertebrates,  The  Ameri- 
can Museum  of  Natural  History,  New  York,  New 
York 


Brown  University 

BioMedical  Center  112 
10  a.m. 


Friday,  December  8,  1972 

CELLULAR  DIFFERENTIATION  AND  CELL  SPECIFIC  PROTEIN 
SYNTHESIS 

Dr.  Fotis  C.  Kafatos 

Professor  of  Biology,  Harvard  University,  Cam- 
bridge, Massachusetts 


Brown  University 
Barus  & Holley  168 
4 p.m. 


TRANSPOSITION  OF  GREAT  VESSELS  IN  INFANCY 
Marshall  Kreidberg,  M.D. 

Professor  of  Pediatrics,  Tufts  University  School  of 
Medicine,  Associate  Pediatrician-in-Chief,  Boston 
Floating  Hospital 


Pawtucket  Memorial  Hospital 
Richardson  Lecture  Room  1 
10  a..m. 


Tuesday,  December  12,  1972 

EFFECT  OF  THYROID  HORMONE  ON  ASTHMA 
Guy  Settipane,  M.D. 

Clinical  Instructor,  Brown  University 


Rhode  Island  Hospital 

Potter  III  Conference  Room 
8:30  a.m. 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  December  13,  1972 

CEREBRAL  PALSY  - UPPER  EXTREMITY 
Caroll  M.  Silver,  M.D. 

Consultant,  Orthopaedic  Staff,  Rhode  Island  Hos- 
pital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Wednesday,  December  20,  1972 

CEREBRAL  PALSY  - LOWER  EXTREMITY 
Caroll  M.  Silver,  M.D. 

Consultant,  Orthopaedic  Staff,  Rhode  Island  Hos- 
pital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Wednesday,  December  27,  1972 

CARDIAC  ARREST 

Robert  S.  Burroughs,  M.D. 

Medical  Staff,  Rhode  Island  Hospital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Wednesday,  January  3,  1973 

SEPTIC  SHOCK 

Henry  T.  Randall,  M.D. 

Surgeon-in-Chief,  Rhode  Island  Hospital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Wednesday,  January  10,  1973 

HEMORRHAGIC  SHOCK 

Henry  T.  Randall,  M.D. 

Surgeon-in-Chief,  Rhode  Island  Hospital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Wednesday,  January  17,  1973 

AN  APPROACH  TO  CHEMOTHERAPY 
Louis  A.  Leone,  M.D. 

Director,  Department  of  Cancer  Research,  Rhode 
Island  Hospital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 p.m. 

Book  Reviews 


U.  S.  HEALTH  CARE:  What’s  Wrong  and 
What’s  Right  by  Stephen  P.  Strickland.  New 
York,  Universe  Books,  A Potomac  Associates 
Book,  1972.  $2.45 

This  slender  book  probably  has  an  importance 
disproportionate  to  its  size.  It  reports  the  results 
of  two  parallel  surveys  sponsored  by  Potomac  As- 
sociates of  Washington,  D.  C.  on  the  opinions  of 
the  American  people  as  late  as  June  1972,  and  of 
American  physicians,  concerning  health  care  in 
America.  The  Gallup  Organization  conducted  the 
former  and  Erdos  and  Morgan,  Inc.  the  latter. 
Potomac  Associates  describes  itself  as  “a  non- 
partisan research  and  analysis  organization  which 
seeks  to  encourage  lively  inquiry  into  critical  is- 
sues of  public  policy.”  It  is  identified  as  “non- 
tax-exempt.” The  author  is  a political  scientist 
currently  associated  with  the  University  of  Cali- 
fornia. 

As  this  is  written  the  92nd  Congress  is  in  its 
closing  hours.  The  fate  of  HMOs  and  the  more 
radical  varieties  of  National  Health  Insurance 
in  this  Congress  may  well  be  explained  bv  the 
findings  elicited  in  this  study. 

Eightv-four  per  cent  of  Americans  expressed 
general  confidence  that  they  can  get  medical  care 
when  they  need  it,  although  61  per  cent  felt  some 
basic  changes  are  necessary.  The  findings  among 
physicians  were  not  significantly  different.  It  is  con- 
cluded “that  Americans  by  and  large  do  not  per- 
ceive an  acute  crisis”  although  “there  is  solid 
recognition  of  the  desirability  of  basic  changes  to 
solve  current  problems.” 

The  public  identified  the  major  problems  in 
order  of  importance  as  1.  The  Doctor  Shortage; 

2.  Cost  and  Complexity  of  Health  Insurance; 

3.  Unnecessary  Treatment;  4.  Lack  of  Coverage 
for  Dental  Work,  Eye  Examinations,  and  Mental 
health  Care;  5.  Doctors’  Refusal  to  Make  House 
Calls;  6.  Poor  Living  Conditions;  and,  surpris- 
ingly low  on  the  list,  7.  High  Cost  o.f  Medical 
Treatment.  Yet  in  response  to  the  question  “What 
Should  the  Federal  Government  Do  to  Meet  U.  S. 
Health  Needs?”  fifty-seven  per  cent  answered 
“Remove  cost  obstacle.”  Among  eleven  other 
choices  none  exceeded  a preference  of  more  than 
35  per  cent.  This  appears  to  account  for  the  grow- 
ing support  for  some  form  of  National  Health 
Insurance. 

Regarding  responsibility  for  administration  of 


Federally  supported  local  health  services,  the  lay 
persons  polled  placed  M.D.’s  first,  local  citizens 
second,  and  Federal  officials  fifth.  There  was  said 
to  be  clear  public  support  for  Federal  programs 
to  produce  more  physicians  and  other  health  per- 
sonnel in  accordance  with  their  view  that  the  short- 
age of  doctors  was  the  single  most  serious  problem 
in  American  health  care.  This  was  apparently 
predicated  upon  such  problems  as  the  difficulty 
of  getting  physicians  to  make  house  calls  and  the 
scarcity  of  doctors  in  slum  and  rural  areas. 

Rating  of  public  confidence  in  the  major  groups 
involved  in  health  policies  places  doctors’  organi- 
zzations  high  — -74  per  cent.  Insurance  companies 
(in.  which  group  Blue  Cross  and  Blue  Shield  are 
included)  rated  69  per  cent.  Hospital  administra- 
tors and  Federal  health  officials  were  next  in 
order,  and  last  (44  per  cent)  were  labor  unions. 
This  may  well  explain  the  fate  of  the  Kennedy- 
Griffin  bill. 

“In  embracing  HMOs  as  a basic  means  of  im- 
proving the  delivery  of  American  health  care,”  the 
author  states,  “the  Federal  policy  makers  seem  to 
be  ahead  of  the  general  public.”  One  reason  given 
was  the  reluctance  of  most  people  to  sacrifice  per- 
sonal contact  with  one  physician.  At  any  rate,  only 
(Continued  on  next  page) 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY.  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


November  1972 
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33  per  cent  of  those  interviewed  thought  that 
HMO's  are  a “good  idea1’,  while  58  per  cent  were 
opposed. 

The  following  is  one  of  the  most  telling  epi- 
grams in  the  book:  “For  the  present  it  can  fairly 
be  said  that  the  policy  makers  appear  to  be  most 
willing  to  use  Federal  coverage  to  introduce  a 
fundamental  change  in  the  delivery  of  American 
health  care  about  which  the  people  are  least  en- 
thusiastic. And  where  the  public  strongly  senses 
the  need  for  action  by  the  Federal  government  — 
in  removing  cost  obstacles  to  medical  care  through 
national  health  insurance  — the  policy  makers  are 
making  least  progress  in  producing  a workable 
plan.” 

The  opinions  of  physicians  have  not  been  em- 
phasized in  this  review,  as  there  would  not  be 
many  surprises  for  our  readership  in  the  data  re- 
ported. The  views  of  younger  versus  older  physi- 
cians have  been  compared,  however,  and  it  is  in- 
teresting to  note  that  “although  younger  doctors 
as  a group”  are  more  concerned  with  preventive 
medicine,  “they  are  apparently  no  more  con- 
vinced of  the  effectiveness  and  quality  of  prepaid 
group  medical  care  plans  than  their  older  col- 
leagues.” 

The  author’s  summary  gives  a succinct  reading 
of  his  views  of  the  findings:  “Americans  want  the 
Federal  Government  to  make  sure  that  high  cost 
does  not  block  access  to  medical  care  for  any  citi- 
zen who  needs  it,  and  to  maintain  or  increase  the 
flow  of  new  doctors.  Yet  the  public  apparently 
would  be  responsive  to  many  other  means  of  re- 
ducing the  barriers  to  good  medical  care,  provided 
those  additional  programs  do  not  violate  any 
fundamental  value  in  our  current  health  care  sys- 
tem.” 

Seebert  J.  Goldowsky,  m.d. 

* * * 

BREATHING : HERING-BREUER  CENTEN- 
ARY SYMPOSIUM.  A Ciba  Foundation  Sym- 
posium. Edited  by  Ruth  Porter.  London,  J.  & A. 

Churchill,  1970. 

This  book,  another  of  the  excellent  symposia 
supported  by  the  Ciba  Foundation,  is  a well-edited 
collection  of  presentations  at  a conference  held  in 
London  in  1969.  In  addition  to  the  presentation 
on.  the  latest  scientific  knowledge  dealing  with 
the  vagus  nerve  translations  of  the  original  papers 
of  Hering  and  Breuer  are  also  included. 

A strong  force  behind  the  timing  of  this  sym- 
posium is  that  it  was  close  to  the  centenary  of 
(Continued  on  Page  337) 


Malpractice 
protection 
is  serious 
business ! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 
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Now  there’s 
an  important 

difference  in 
acetaminophens. 

A Dollar! 


It’s  the  dollar  your  patients  can 
save  on  VALADOL®  Tablets 
100’s  compared  with  the 
largest  selling  brand  of 
acetaminophen*. 


Now  that  SQUIBB  has 
reduced  the  cost  of 
VALADOL,  you  can 
recommend  a quality 
non-aspirin  pain  reliever 
that  can  relieve  the  pain 
in  the  pocketbook,  too. 


New  low  prices  from 
SQUIBB  also  avail- 
able on  VALADOL 
Chewable  Tablets, 
Liquid  with 
Flexidose® 


Spoon** 


*Based  on  SQUIBB  suggested  retail  price  for  100’s 
and  the  suggested  retail  price  of  the  largest  selling 
brand  of  acetaminophen. 

**Supplied  by  SQUIBB  with  each  package  of 
VALADOL  Liquid. 


SQUIBB® 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


©1972  E.  R.  Squibb  8c  Sons,  Inc.  072-037 
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The 

antibiotic 

of  first 

resort... 


In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  Injectable  may  be  considered  as  initial 

• Effectiveness  against 

the  nosocomial  problem  pathogens  of  the  1970’s 

• Proven  clinical  effectiveness 


• Risk  of  toxic  reactions  is  low  in  patients  with 
normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended 

• Effective  against  pathogens  resistant  to  many 
commonly  used  antibiotics 

• Versatility  and  convenience  of  administration 


Gara 

gentamicin 

sulfate 

injection 


injectable 


urn/m 


Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


See  Clinical  Considerations  section  which  follows. .. 


The  antibiotic  to  start  with.. 

*In  suspected  or  documented  gram-negative  sepsis  due  to  susceptible 
organisms,  Garamycin  Injectable  may  be  considered  as  initial  therapy.  The 
decision  to  continue  therapy  with  this  drug  should  be  based  on  the  results  of 
susceptibility  tests,  the  severity  of  the  infection,  and  the  important  concepts 
contained  in  the  Warning  Box  below. 


An  indispensable 
spectrum  for  today 
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Garamycin  Injectable  offers  a high 
probability  of  effectiveness  against  virtually 
all  of  the  gram-negative  pathogens  which 
are  a growing  cause  of  clinical  concern. 
Garamycin  Injectable  has  also  demonstrated 
striking  activity  against  Proteus  species, 
both  indole-positive  and  indole-negative.2 


Note:  The  photomicrographs 
of  gram-negative  organisms 
reproduced  here  were  obtained 
by  a relatively  new  process 
employing  a scanning  beam 
electron  microscope.  The 
pathogens  represented  are 
Klebsiella  pneumoniae, 
Escherichia  coli,  and  Proteus 
mirabilis.  The  colors 
shown  here  are  an  artist’s 
representation.  The 
magnification  is  10.000X. 


Proven 

clinical  efficacy  "u 

Garamycin  Injectable  may  be  lifesaving 
in  septicemia . . . may  give  a dramatic 
response  in  wounds  and  burns  complicated 
by  sepsis.  Garamycin  Injectable  has  also 
demonstrated  outstanding  results  in  serious 
gram-negative  infections  other  than  sepsis, 
such  as  serious  respiratory  infections  and 
selected  urinary  tract  infections.  To  date, 
Garamycin  Injectable  has  been  the  subject 
of  more  than  1 ,500  published  papers  and 
12  international  symposia. 


WARNING:  Patients  treated  with 
Garamycin  Injectable  should  be  unde: 
close  clinical  observation  because  of  th 
potential  toxicity  associated  with  the 
use  of  this  drug.  ■ 

Ototoxicity,  both  vestibular  and 
auditory,  can  occur  in  patients,  primal 
those  with  pre-existing  renal  damage, 
treated  with  Garamycin  Injectable,  i 
usually  for  longer  periods  or  with  high 
doses  than  recommended. 

Garamycin  Injectable  is  potentially 


The  antibiotic  to  stay  with 
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A high  degree  of 
sensitivity  maintained 

Bacterial  resistance  to  Garamycin 
Injectable  has  not  been  a problem  to  date. 
In  the  laboratory,  resistance  has  been 
demonstrated  to  develop  slowly  in 
stepwise  fashion.  No  one-step  mutations  to 
high  resistance  have  been  reported.  One 
investigator  noted:  “In  the  experience  so 
far  with  [gentamicin],  which  is  7 or  8 
years,  in  centers  where  it’s  been  restricted 
to  parenteral  use,  resistance  has  not 
appreciably  changed.”14  Another  authority 
“. . . found  very  little  emergence  of 
resistance”  during  eight  years  of  use.15 
In  a survey  of  published  studies  on 
resistance  to  gentamicin,  Weinstein  and 
co-workers16  report  little  change  in 
bacterial  sensitivity  since  1963  in  the 
percentage  of  sensitive  strains.  In  vitro 
sensitivity  was  determined  in  all  cases  by 

the  tube- 
dilution 
method. 


Relatively  low  incidence 
of  adverse  reactions3  17 

As  with  certain  other  aminoglycoside 
antibiotics,  ototoxicity  (primarily 
vestibular  with  gentamicin)  and  potential 
nephrotoxicity  are  risks  of  therapy. 

Adverse  effects  on  both  vestibular  and 
auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage 
and/or  prolonged  therapy. 

In  contrast  to  kanamycin,  neomycin,  and 
streptomycin,  which  primarily  cause 
deafness  or  difficulties  in  the  auditory  end 
organs  of  the  eighth  nerve,  gentamicin 
primarily  causes  labyrinthian  dysfunction.14 
This  dysfunction,  manifested  by  dizziness 
(not  deafness)  has,  in  most  cases,  been 
transitory. 

As  to  nephrotoxicity,  according  to 
Finland,3  “as  in  the  case  of  kanamycin,  the 
nephrotoxicity  was  found  to  be  largely 
‘potential,’  and  very  little  if  any  has  been 
encountered  except  with  obviously 
excessive  doses  or  in  patients  with  already 
damaged  kidneys.” 


Garamycin 

gentamicin  limectabi 
sulfate 
injection 


I.M./I.V. 


Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


ephrotoxic,  and  this  should  be  kept  in 
lind  when  it  is  used  in  patients  with 
re-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
unction  is  recommended  during  therapy 
if  patients  with  known  impairment  of 
enal  function.  This  testing  is  also 
ecommended  in  patients  with  normal 
enal  function  at  onset  of  therapy  who 
levelop  evidence  of  nitrogen  retention 
increasing  BUN,  NPN,  creatinine  or 
iliguria).  Evidence  of  ototoxicity  requires 


dosage  adjustments  or  discontinuance  of 
the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be 
monitored  when  feasible  and  prolonged 
concentrations  above  12  mcg./ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin, 


cephaloridine,  viomycin,  polymyxin  B, 
and  polymyxin  E (colistin),  should  be 
avoided. 

The  concurrent  use  of  gentamicin 
with  potent  diuretics  should  be  avoided, 
since  certain  diuretics  by  themselves  may 
cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may 
cause  a rise  in  gentamicin  serum  level 
and  potentiate  neurotoxicity. 

Usage  in  Pregnancy:  Safety  for  use  in 
pregnancy  has  not  been  established. 


See  Clinical  Considerations  section  which  follows... 


When  preculture  signs  point  to 
gram-negative  sepsis... 
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WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and  pro- 
longed concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  viomycin, 
polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity.  In 
addition,  when  administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and  soft 
tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
“Warning  Box.”  In  the  neonate  with  suspected  sepsis  or  staphylococ- 
cal pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  (See  “Warning  Box.") 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg./kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 
organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  include 


increased  serum  transaminase  (SGOT,  SGPT), 
increased  serum  bilirubin,  transient  hepatomegaly, 
decreased  serum  calcium;  splenomegaly,  anemia, 
increased  and  decreased  reticulocyte  counts,  granulocytopenia,  thrombo- 
cytopenia, purpura;  fever,  rash,  itching,  urticaria,  generalized  burning, 
joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased  saliva- 
tion, lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibrosis, 
hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given  intra- 
muscularly or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  patients 
with  serious  infections  and  normal  renal  function  is  3 mg./kg./day,  admin- 
istered in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 
usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg./kg./day 
may  be  administered  in  three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg./kg./day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe  burns, 
or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the  rec- 
ommended route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL  1972 
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For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033. 
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HOOK  REVIEWS 

(Continued  from  Page  336) 

Hering  and  Breuer’s  presentation  on  ‘‘Self-Steering 
of  Respiration  Through  the  Vagus  Nerve.” 

Doctor  H.  C.  Dornhorst,  the  chairman  of  the 
conference,  in  his  opening  remarks  stated  that  a 
purpose  of  the  meeting  was  “to  close  the  gap 
between  physiological  and  clinical  observations  in 
man  on  the  one  hand  and  detailed  work  with  ani- 
mal models  on  the  other."’  The  conference  narrowed 
the  gap  but  did  not  close  it. 

The  first  formal  presentation  of  the  conference 
was  by  Elizabeth  Ullmann  who  gave  an  historical 
account  of  Hering  and  Breuer.  This  is  very  worth- 
while reading.  The  remainder  of  the  book  is  divided 
into  four  almost  equal  portions  titled:  Afferent 
Pathways,  Central  Interactions  and  Peripheral 
Motor  Mechanisms,  Respiratory  Sensation,  and 
Clinical  Problems.  There  were  approximately  30 
participants.  The  attendants  are  an  excellent  cross- 
section  of  the  most  learned  and  respected  physiolo- 
gists and  clinicians  from  about  a dozen  coun- 
tries. 

The  book  is  a compendium.  It  contains  not  only 
basic,  but  also  recent  knowledge  concerned  with 
the  central  and  peripheral  effects  of  vagus  nerve 
impulse  transmission.  That  part  of  the  book  which 
deals  with  clinical  problems,  however,  is  a very 
small  portion  of  the  entire  book.  This  symposium 
would  appeal  primarily  to  the  physiologist.  It  is 
a great  aid  to  the  student  of  respiratory  physiology, 
and  one  engaged  in  research.  The  practicing  phy- 
sician can  indeed  profit  by  reading  it  to  obtain 
a better  understanding  of  physiological  mechan- 
isms and  their  possible  application  to  the  care  of 
patients.  There  has  been,  and  still  is,  a great 
need  for  dissemination  of  such  information.  The 
book  is  not  one  that  can  be  read  easily  by  the 
average  reader.  It  is  well  illustrated  and  should 
be  a very  valuable  addition  to  the  library  of  the 
student  of  respiratory  physiology. 

The  historian  would  have  particular  interest  in 
the  appendix,  for  there  are  translations  by  Eliza- 
beth Ullmann  of  two  important  publications  by 
Hering  and  Breuer.  Their  publication  originally 
appeared  in  1868.  It  is  fascinating  to  realize  in 
reading  this  historical  material  that  Hering  and 
Breuer  had  clearly  developed  a concept  of  “feed- 
back”, and  this  is  what  is  meant  by  the  use  of 
the  word  “self-steering”  in  the  titles  of  both  these 
papers.  Another  very  interesting  aspect  in  histori- 
cal considerations  is  the  relationship  between  Her- 
ing and  Breuer.  The  original  presentation  of  Her- 
(Continued  on  next  page) 
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ing  entitled  ‘‘Self-Steering  of  Respiration  Through 
the  Vagus  Nerve”  at  the  Institute  of  the  k.  k. 
Josephs  Akademie  was  labeled  as  work  carried  out 
by  Doctor  Breuer.  The  second  article  with  the 
same  title  is  presented  by  Breuer.  Here  he  is  iden- 
tified as  clinical  assistant.  Hering  in  the  above 
mentioned  publication  is  listed  as  Professor  of 
Physiology.  This  relationship  between  them  was 
new  to  this  reader. 

Meyer  Saklad,  m.d. 

* * * 

CALL  THE  DOCTOR.  Questions  Parents  Ask 

About  Their  Children  by  Robert  F.  L.  Polley. 

Illustrated  by  Stuart  Moldrem.  Seattle,  Parents 

Handbook,  1971.  $3.00 

Call  The  Doctor  by  Doctor  Robert  F.  L. 
Polley  is  an  unusually  useful  and  charming  book 
which  could  only  have  been  written  by  a pedia- 
trician with  a sound  scientific  background  and  ex- 
tensive experience  in  private  pediatric  practice. 
Until  very  recently  practically  all  residency  pro- 
grams and  medical  schools  left  this  type  of  in- 
formation and  “savoir  faire”  to  be  acquired  the 
hard  way  — by  trial  and  error. 

The  subjects  are  handled  in  the  question  and 
answer  format.  When  desirable,  the  answers  are 
not  only  detailed  but  explained  quite  adequately. 
A contemporary  or  somewhat  older  person  like 
this  reviewer,  might  perhaps  differ  with  the  author 
in  minor  details  but  not  in  the  overall  approach. 

One  would  like  to  comment  on  almost  every  an- 
swer, but  that  would  spoil  the  book  for  the  pro- 
fessional nurse  or  doctor  and  would  certainly  mean, 
if  not  another  book,  at  least  a “digest”. 

Advice  about  psychiatrists  and  use  of  mind  al- 
tering drugs  is  especially  useful  at  this  time.  Like- 
wise, a.  discussion  of  “minimal  brain  damage”  and 
the  preferable  age  of  starting  kindergarten  is  ex- 
cellent. A warning  about  being  too  prone  to  pre- 
mature and  firm  diagnosing  of  behavior  and  emo- 
tional problems  is  wise.  Practical  points  about  the 
optimum  time  to  advise  professional  eye  and  dental 
examination  is  very  helpful.  Eating  habits,  normal 
and  abnormal,  should  be  very  informative.  Also,, 
some  facts  about  toilet  training  will  be  welcomed 
bv  parents.  Allergic  conditions  are  properly  de- 
scribed and  placed  in  perspective.  Emergency  pro- 
cedures are  excellent  and  common  sense.  The  dis- 
cussion of  the  handling  of  learning  problems  is 
superb. 

To  sum  up  this  evaluation,  I have  never  read 
(Continued  on  Page  339) 
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Nose  clear  all  knight 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 


Dimetapp 

Extentabs 

Dimetane^  (brompheniramine  maleate),  12  mg  . phenyl- 
ephrine HCI,  15  mg  , phenylpropanolamine  HCI,  15  mg 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis, conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 
the  treatment  of  bronchial  asthma. 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 
izers, etc. 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia;  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotension/ hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 


HOW  SUPPLIED: 
Light  blue  Exten- 
tabs in  bottles  of 
100  and  500. 
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for 

today's 

pain... 


memory  of 
yesterday's 
pain... 


apprehension  over 

tomorrow's 

pain- 

W m .M  XX 


yWROBINS 


For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  Va  grain  of 
phenobarbital  to  take  the  nervous 
"edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don’t  you  agree, 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 


the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  (Vi  gr.)t  16.2  mg.  (warn- 
ing: may  be  habit  forming);  Aspirin  (2V2  gr.), 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  Vi  gr.  (No.  2),  Vz  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

/TT.  Phenaphen  with  Codeine  is  now  classi- 
vii!  fied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


BOOK  REVIEWS 

(Continued  from  Page  338) 
a book  on  this  subject  which  approaches  this  one 
from  both  the  practical  and  scientific  point  of 
view.  Every  pediatric  resident,  especially  those  in 
large  medical  school  affiliated  hospitals,  should 
own  and  refer  to  this  well  of  useful  information. 
All  young  (or  new)  parents  should  own  this  ready 
reference  source,  and,  lastly,  all  grandmothers  will 
be  more  welcome  to  the  homes  of  the  parents  if 
they  are  acquainted  with  modern  thoughts  on  these 
subjects. 

Stuart  Moldrem’s  illustrations  are  excellent. 

Maurice  Adelman,  m.d. 

* * * 

APPROACH  TO  THE  MEDICAL  CARE  OF 
THE  SICK  NEWBORN  by  Sophie  H.  Pierog 
and  Angelo  Ferrara.  St.  Louis,  The  C.  V.  Mosby 
Company,  1971.  $11.50. 

In  a compact  volume  the  authors  have  employed 
narrative  and  tabular  means  in  order  to  include 
a significant  number  of  pathologic  conditions  that 
affect  the  neonate.  A surprisingly  large  portion  of 
the  text  is  devoted  to  the  organizational  and  ad- 
ministrative management  of  transitional  and  in- 
tensive care  as  well  as  of  well  infant  nurseries. 
Much  emphasis  is  placed  on  recent  knowledge  and 
advances  in  neonatology  including  the  use  of  spe- 
cialized and  sophisticated  monitoring  equipment. 
Names  and  addresses  of  manufacturers  of  special 
materials  and  equipment  are  included. 

Although  some  specific  conditions  of  infants-at- 
risk  such  as  respiratory  distress,  metabolic  de- 
rangements, blood  group  incompatibilities,  sepsis, 
anemia,  seizures,  and  problems  of  infants  of  nar- 
cotic addicted  mothers  receive  more  attention  in 
well  organized  sections,  other  topics  are  covered 
solely  in  tabular  form  which  gives  little  informa- 
tion. Certain  medical  regimens  in  the  neonatal 
period  such  as  nutrition  and  supplemental  therapy, 
parenteral  fluid  therapy  and  resuscitation,  and  ven- 
tilation therapy  are  given  more  consideration.  The 
authors  have  managed  to  organize  their  text  to 
cover  some  of  the  most  recent  information  and 
references  on  neonatal  medicine. 

The  major  failing  of  the  book  is  that  it  is  a 
text  designed  to  serve  as  a guideline  to  manage- 
ment of  the  sick  newborn  and  consequently  is 
limited  in  its  scope.  It  is  not  meant  to  be  and 
it  certainly  is  not  a substitute  for  standard  texts 
on  the  newborn  infant.  Nevertheless,  and  in  spite 
of  these  shortcomings,  it  contains  enough  readable 
and  up-to-date  information  about  the  sick  new- 
(Continued  on  next  page) 
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born  to  make  it  a valuable  addition  to  the  neo- 
natology shelf  of  any  library  and  all  physicians 
as  well  as  hospital  administrators  concerned  with 
the  care  of  the  newborn  infant  would  do  well  to 
read  it  from  cover  to  cover. 

Normand  E.  Gauvin,  m.d. 

* =K  * 

CURRENT  PEDIATRIC  DIAGNOSIS  AND 
TREATMENT  by  C.  Henry  Kempe,  Henry  K. 
Silver,  Donough  O'Brien  and  Associate  Authors. 
Second  Edition.  Los  Altos,  Lange  Medical  Pub- 
lications, 1972.  $12.00 

It  is  with  a great  deal  of  pleasure  and  profit 
that  I am  reviewing  the  second  edition  of  Current 
Pediatric  Diagnosis  and  Treatment.  C.  Henry 

Kempe,  Henry  K.  Silver  and  Donough  O’Brien, 

with  the  cooperation  of  an  eminent  group  of  as- 
sociate editors,  have  done  an  outstanding  job. 
Lange  Medical  Publications  have  also  been  excep- 
tional in  their  production. 

I hope  to  succeed  in  expressing  my  opinion  of 
this  opus  — ■ a well  deserved  designation  — as  a 
whole  instead  of  delving  into  particulars.  This 
book  has  its  own  format  with  an  excellent  though 
brief  bibliography  for  each  individual  subject,  but 


CEDAR  CREST 
NURSING  CENTRE 

125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 
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Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  — Call  944-8500 


carries  on  in  the  general  approach  utilized  by  the 
late  Wilburt  C.  Davison  and  Jeana  Davison  Lev- 
enthal  in  their  series  of  The  Compleat  Pediatrician 
published  in  191.  This  volume  comprises  more 
than  four  times  as  many  pages  and  again  demon- 
strates the  increase  in  knowledge  and  information 
which  has  accrued  in  the  past  twelve  years.  This 
increase  seems  more  remarkable  as  the  reviewer 
looks  back  over  50  years  to  the  time  of  his  in- 
ternship and  residency. 

I can  think  of  no  fact  of  pediatric  information 
or  experience  that  has  been  omitted  in  this  remark- 
able book.  Nothing  has  been  overlooked  or  skimped 
from  history  and  physical  examination  to  the  latest 
ideas  on  genetics,  inborn  errors  of  metabolism,  im- 
mune reaction,  to  electrophoresis  and  counselling. 

This  estimate  may  be  considered  inordinate,  but 
I feel  that  a properly  trained  student  can  very  well 
practice  pediatrics  or  prepare  for  his  boards  with 
this  volume  and  a copy  of  the  latest  PDR.  One 
always  has  access  to  a good  medical  library  for 
deeper  study  in  the  more  unusual  cases  that  one 
sees  only  rarely.  I shall  look  forward  to  the  next 
edition  of  this  useful  and  unusual  book. 

Maurice  Adelman,  m.d. 

* * 

SYMPOSIUM  ON  THE  HAND.  Edited  by  Les- 
ter M.  Cramer  and  Robert  A.  Chase.  Volume  3 
— Symposia  of  American  Society  of  Plastic  and 
Reconstructive  Surgeons,  Inc.  St.  Louis,  The 
C.  V.  Mosby  Company,  1971.  $35.75. 

This  is  volume  three  of  a series  of  symposia 
presented  by  The  Educational  Foundation  of  the 
American  Society  of  Plastic  and  Reconstructive 
Surgeons.  Volume  one  titled  Plastic  and  Maxillo- 
facial Trauma  Symposium  was  published  in  1969, 
and  volume  two,  Cancer  of  the  Head  and  Neck, 
came  out  in  1970. 

This  book  is  a series  of  papers  presented  by  well 
known  and  respected  surgeons  in  the  fields  of 
orthopedics,  general  surgery,  and  plastic  surgery 
both  from  this  country  and  abroad.  The  papers 
cover  the  subject  of  hand  surgery  in  all  its  dimen- 
sions and  in  a comprehensive  manner.  The  presen- 
tations are  excellent  including  photographs,  case 
reports,  and  drawings.  Unlike  many  journal  ar- 
ticles, each  subject  is  followed  by  a series  of  com- 
ments, criticisms  and  additions  by  the  other  mem- 
bers of  the  panel.  In  this  manner,  both  the  author 
and  the  reader  discover  that  there  are  several 
ways  of  treating  many  of  these  conditions. 

(Concluded  on  Page  359) 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine . ..is ... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice." 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolale 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available  

to  the  profession  on  request. 

Eli  Lilly  and  Company  «= »ca*y 
Indianapolis,  Indiana  46206 
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Use  And  Abuse  Of  Antibiotic  Combinations 


Patient  Whose  Physician  Can  Tread 
Fine  Line  Between  Therapeutic  Nihil- 
ism And  Over-Medication  Is  Fortunate 
Indeed 


By  Robert  C.  Moellering,  Jr.,  M.D. 

The  discovery  and  successful  clinical  applica- 
tion of  antibiotics  is  without  question  one  of  mod- 
ern medicine’s  most  significant  contributions  to 
the  alleviation  of  suffering  and  the  cure  of  disease. 
In  no  other  area  of  medicine  has  it  been  possible 
to  produce  complete  and  permanent  cure  of  dis- 
ease with  drug  therapy  alone  as  has  been  the  case 
in  the  treatment  of  bacterial  infections  with  anti- 
microbial agents.  Unfortunately,  the  very  efficacy 
of  antibiotic  therapy  has  led  to  difficulties.  It  is 
tempting  for  the  physician  to  adopt  the  attitude 
(consciously  or  subconsciously)  that  if  one  drug 
is  effective  two  should  be  better  and  three  should 
cure  almost  everything.  Such  reasoning,  if  exam- 
ined in  any  detail,  is  obviously  fallacious.  It  is 
also  not  new.  The  first  reports  of  the  clinical 
effectiveness  of  penicillin  began  to  appear  in  the 
early  1940’s.  Clinical  papers  dealing  with  strepto- 
mycin were  first  published  in  1946.  Only  one  year 
elapsed  before  papers  describing  the  use  of  peni- 
cillin combined  with  streptomycin  began  to  ap- 
pear. As  additional  antimicrobial  agents  have  been 
discovered,  the  potential  for  using  combinations 
of  antibiotics  has  been  broadened  considerably. 

ROBERT  C.  MOELLERING,  JR.,  M.D.,  As- 
sistant  Professor  of  Medicine,  Harvard  Medical 
School;  Infections  Disease  Unit,  Massachusetts 
General  Hospital,  Boston,  Massachusetts. 

This  material  is  part  of  a lecture  presented  Febru- 
ary 7,  1972,  at  the  Woonsocket  Hospital,  Woon- 
socket, Rhode  Island. 

Use  and  Abuse  of  Antibiotic  Combinations 


The  significance  of  this  was  not  lost  on  the  drug 
manufacturers,  and  a number  of  “fixed  antibiotic 
combinations”  have  been  marketed  since  the  first 
of  these  combinations  to  be  strongly  promoted, 
Signemycin®  (tetracycline  and  oleandomycin), 
made  its  appearance  in  the  mid  1950’s1. 

The  use  of  combinations  of  antibiotics,  how- 
ever, has  proven  to  be  a mixed  blessing.  There 
are  clinical  situations  in  which  the  use  of  more 
than  one  antibiotic  is  clearly  called  for.  There 
are  perhaps  even  more  where  the  use  of  combina- 
tions is  of  no  advantage,  or  potentially  harmful. 
Even  in  those  situations  where  combined  therapy 
is  indicated,  the  doses  of  drugs  must  be  tailored 
to  the  individual  case.  As  a result  there  is  little 
indication  for  the  use  of  fixed  combinations  of 
antibiotics,  a fact  which  led  to  the  recent  decision 
of  the  United  States  Food  and  Drug  Administra- 
tion to  prohibit  the  sale  of  certain  commercially 
prepared  fixed  combinations  of  antibiotics.  This 
review  will  explore  the  disadvantages  resulting 
from  the  inappropriate  use  of  “antimicrobial  poly- 
pharmacy’’ and  will  attempt  to  define  more  clearly 
those  situations  where  more  than  one  antibiotic 
is  clearly  indicated  for  the  optimal  treatment  of 
clinical  infections. 

ANTIBIOTIC  COMBINATIONS 

There  are  three  possible  results  which  may  be 
obtained  when  two  antibiotics  are  used  in  com- 
bination against  a given  organism  in  vitro.  These 
(Continued  on  next  page) 
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include  1)  synergism,  2)  antagonism,  and  3)  in- 
difference. Synergism  means  that  the  antibacterial 
activity  of  the  antibiotic  combination  is  greater 
than  the  sum  of  the  activity  of  each  antimicrobial 
agent  used  alone.  Antagonism  exists  when  the  com- 
bination of  antibiotics  is  less  effective  than  the 
most  effective  of  the  two  agents  used  alone.  In- 
difference simply  means  that  the  final  result  is 
equal  to  that  obtained  from  the  most  effective 
of  the  antibiotics  used  alone  or  at  best  is  equal 
to  the  sum  or  a portion  of  the  sum  of  the  activi- 
ties of  the  two  antibiotics  alone.  These  effects  are 
shown  diagramatically  in  Figure  1. 


HOURS 


Figure  1 

Antibacterial  effects  of  antibiotic  combinations: 
Center  (C  and  D)  = antagonism 
Left  (A  and  B)  = synergism 
Right  (E  and  F)  = indifference 

There  have  been  numerous  previous  attempts 
to  devise  methods  that  will  enable  one  to  predict 
the  antibacterial  effectiveness  of  a given  antibiotic 
combination.  Jawetz  studied  this  problem  exten- 
sively and  as  a result  devised  the  following  “for- 
mula”2. All  of  the  then  known  antibiotics  were 
listed  in  two  groups.  In  Group  I were  included 
antibiotics  that  are  primarily  bactericidal:  bacitra- 
cin, neomycin,  penicillin,  and  streptomycin.  Anti- 
biotics that  are  primarily  bacteriostatic  were  in- 
cluded in  Group  II:  chloramphenicol  and  the 
tetracyclines.  The  antibiotics  which  have  appeared 
since  this  classification  could  be  placed  as  follows: 

Group  I — the  cephalosporins,  colistin,  genta- 
micin, kanamycin,  the  semisynthetic 
penicillins,  polymyxin,  and  vancomy- 
cin 


Group  II — clindamycin,  erythromycin,  lincomy- 
cin,  oleandomycin,  and  novobiocin. 

According  to  Jawetz,  a combination  of  two  anti- 
biotics from  Group  I may  result  in  synergism,  but 
never  antagonism.  Antibiotics  in  Group  I may  be 
synergistic  or  antagonistic  when  combined  with 
those  from  Group  II.  When  antibiotics  in  Group 


II  are  combined,  the  result  is  likely  to  be  indiffer- 
ence. Although  this  formula  is  roughly  true,  and 
useful  in  limited  clinical  situations,  many  excep- 
tions to  it  are  known  to  occur.  Other  classifica- 
tions have  also  been  proposed  but  none  of  them 
is  able  to  predict  the  outcome  of  combining  vari- 
ous antibiotics  against  all  strains  of  organisms. 
With  this  as  a background,  let  us  examine  in 
more  detail  advantages  and  disadvantages  of  using 
combinations  of  antibiotics. 

ANTAGONISM 

There  are  five  major  disadvantages  which  may 
result  from  the  improper  use  of  combinations  of 
antibiotics.  These  are  listed  in  Table  1.  The  most 
important  potential  disadvantage  is  that  the  com- 
bination of  antibiotics  chosen  will  result  in  in 
vivo  antagonism,  thus  rendering  the  therapy  in- 
effective. Although  there  are  numerous  examples 
of  antibiotic  antagonism  in  vitro,  the  number  of 
situations  in  which  such  antagonism  has  been 
shown  to  be  clinically  important  is  relatively 
limited. 

The  first  and  most  important  example  of  in 
vivo  antibiotic  antagonism  was  noted  in  the  treat- 
ment of  pneumococcal  meningitis.  Lepper  and 
Dowling  demonstrated  conclusively  in  1951  that 
penicillin  is  more  effective  than  the  combination 
of  penicillin  and  chlortetracycline  for  the  treat- 
ment of  pneumococcal  meningitis3.  The  fatality 
rate  among  patients  treated  with  penicillin  alone 
was  30  per  cent  while  that  among  patients  treated 
with  penicillin  plus  chlortetracycline  was  79  per 
cent.  That  these  findings  are  real  is  borne  out  by 
the  fact  that  similar  results  were  reported  by  two 
other  independent  groups  of  investigators4'5. 
Childhood  meningitis  is  another  disease  in  which 
a single  antibiotic  has  been  shown  to  be  more 
effective  than  a combination  of  antibiotics.  Mathies 
et  al.  treated  a group  of  children  with  meningitis 
with  either  ampicillin  alone  or  a combination  of 
ampicillin,  chloramphenicol,  and  streptomycin6. 
The  mortality  rate  among  140  children  treated 
with  ampicillin  alone  was  4.3  per  cent,  while  the 
mortality  rate  among  124  children  receiving  the 

Table  1 

DISADVANTAGES  RESULTING  FROM  THE 
IMPROPER  USE  OF  COMBINATIONS  OF 
ANTIMICROBIAL  AGENTS 

1.  Antibiotic  antagonism 

2.  False  sense  of  security  resulting  in  decreased 
efforts  at  making  specific  diagnosis 

3.  Increased  incidence  of  adverse  drug  reactions 

4.  Enhancement  of  superinfection  with  organisms 
resistant  to  multiple  antimocrobial  agents 

5.  Unnecessary  expense 
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antibiotic  combination  was  10.5  per  cent,  a highly 
significant  difference. 

Further  convincing  examples  of  clinically  sig- 
nificant antagonism  are  difficult  to  find  in  the 
medical  literature.  McCabe  and  Jackson  have  re- 
ported that  the  cure  rate  of  pyelonephritis  was 
significantly  decreased  when  antibiotic  combina- 
tions which  demonstrated  in  vitro  antagonism  were 
used  for  the  therapy  of  these  infections7.  Although 
their  results  were  convincing,  the  number  of  pa- 
tients receiving  “antagonistic”  combinations  was 
small  (seven  in  all),  and  to  our  knowledge  this 
work  has  not  been  repeated  by  other  investigators. 
Finally,  Strom  has  shown  that  there  were  more 
bacterial  relapses  among  patients  with  scarlatina 
treated  with  a combination  of  penicillin  and 
chlortetracycline  or  with  penicillin  and  erythromy- 
cin than  among  those  treated  with  penicillin 
alone8.  However,  there  was  no  difference  in  the 
rate  of  overall  complications  in  the  various  treat- 
ment groups. 

The  above  studies  represent  the  major  instances 
in  which  antibiotic  antagonism  has  been  shown 
to  be  clinically  important.  The  paucity  of  reports 
of  clinical  antagonism  is  particularly  striking  in 
view  of  the  frequency  with  which  combinations 
of  antibiotics  are  used.  With  the  exception  of  bac- 
terial meningitis,  clinically  recognized  antagonism 
is  a rare  event. 

FALSE  SENSE  OF  SECURITY 

A second  disadvantage  in  using  more  than  one 
antibiotic  for  the  treatment  of  a given  infection 
is  that  it  brings  a false  sense  of  security  to  the 
physician  using  the  combination  and  may  dis- 
courage aggressive  efforts  at  making  a specific 
diagnosis.  This  is  a natural  reaction  whenever  one 
feels  that  he  has  broad  spectrum  coverage  which 
enables  him  to  treat  everything  possible  with  a 
given  combination  of  antibiotics.  This  approach 
may  prolong  the  patient’s  hospital  course  by  sup- 
pressing, but  not  eradicating,  a focus  of  infection 
such  as  may  occur  when  one  “covers”  an  undiag- 
nosed intraabdominal  abscess  which  requires  sur- 
gical drainage  for  cure. 

ADVERSE  DRUG  REACTIONS 

The  third  disadvantage  from  the  inappropriate 
use  of  more  than  one  antibiotic  to  treat  a given 
infection  is  that  this  results  in  an  increased  inci- 
dence of  toxicity  and  adverse  drug  reactions.  More- 
over, the  concomitant  use  of  two  or  more  anti- 
biotics makes  it  difficult  to  determine  which  agent 
is  to  blame  for  the  adverse  reaction.  This  is  es- 


pecially true  of  such  common  and  non-specific  re- 
actions as  drug  fever  and  skin  rash.  In  the  pres- 
ence of  such  reactions  one  must  often  stop  all 
medications,  thus  unnecessarily  removing  poten- 
tially valuable  drugs  from  the  therapeutic  arma- 
mentarium unless  the  patient  is  again  exposed  to 
each  drug  in  sequence  to  determine  which  was  the 
cause  of  the  toxic  reaction.  This  is  time-consuming 
and  not  without  risk. 

SUPERINFECTIONS 

A fourth  potential  disadvantage  is  that  of  super- 
infection. Because  of  the  very  broad  spectrum 
coverage  provided  by  antibiotic  combinations,  they 
frequently  wipe  out  normal  skin,  upper  respiratory, 
and  bowel  flora,  resulting  in  the  overgrowth  of 
highly  resistant  bacteria  and  fungi  which  can  pro- 
duce serious  superinfections.  The  indiscriminate 
use  of  antibiotics  is  surely  the  cause,  at  least  in 
part,  of  the  increasing  incidence  of  infections  due 
to  antibiotic-resistant  gram  negative  bacilli  and 
fungi  in  seriously  ill  hospitalized  patients. 

UNNECESSARY  EXPENSE 

A final  disadvantage  of  the  inappropriate  use 
of  antibiotic  combinations  is  that  it  results  in 
added  expense.  This  is  especially  ironic  since  the 
antibacterial  result  of  the  use  of  these  combina- 
tions is  usually  indifference.  While  the  effect  upon 
the  infecting  organism  may  be  indifferent,  the 
effect  upon  the  patient’s  hospital  bill  often  is  not. 
It  may  cost  as  much  as  $150  per  day  to  treat  a 
patient  with  certain  of  the  new  antibiotics! 

Having  explored  the  disadvantages  of  inappro- 
priately using  combinations  of  antibiotics,  let  us 
now  look  at  those  situations  where  the  use  of  more 
than  one  antimicrobial  agent  is  justified.  There 
are  four  major  indications  for  using  antibiotic 
combinations  as  listed  in  Table  2.  The  first  of 
these  is  for  the  purpose  of  obtaining  a synergistic 
effect  against  relatively  resistant  bacteria.  As  was 
also  the  case  with  antibiotic  antagonism,  there 
are  numerous  in-vitro  examples  of  antibiotic  syn- 
ergism, but  only  a limited  number  of  instances 
in  which  synergism  has  been  shown  to  be  of  thera- 
peutic value.  The  most  convincing  of  these  is  the 

Table  2 

INDICATIONS  FOR  THE  USE  OF  COMBINA- 
TIONS OF  ANTIMICROBIAL  AGENTS 

1.  Antibiotic  synergism  against  resistant  organ- 
isms 

2.  Prevention  of  the  emergence  of  resistant  or- 
ganisms 

3.  Mixed  infections 

4.  Initial  therapy  of  serious  infections  before 
etiologic  agent  has  been  identified. 

(Continued  on  next  page) 
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treatment  of  severe  enterococcal  infections  — es- 
pecially enterococcal  endocarditis.  Enterococci  are 
unique  among  streptococci  in  that  they  are  rela- 
tively resistant  to  penicillin.  As  a result,  there 
is  a significant  failure  rate  when  either  penicillin 
or  ampicillin  is  used  alone  for  the  treatment  of 
enterococcal  endocarditis.  The  addition  of  strepto- 
mycin to  penicillin  results  in  striking  in  vitro  syn- 
ergism against  some,  although  not  all,  strains  of 
enterococci.  This  laboratory  finding  has  been  suc- 
cessfully translated  to  the  clinical  situation  and 
it  has  been  shown  clearly  that  the  results  of  treat- 
ment of  enterococcal  endocarditis  with  penicillin 
plus  streptomycin  are  better  than  the  results  ob- 
tained when  penicillin  or  ampicillin  is  used  alone9. 
Recent  studies  have  suggested  that  penicillin  and 
gentamicin  are  synergistic  in  vitro  against  virtu- 
ally all  strains  of  enterococci;  hence  this  combina- 
tion is  effective  against  more  organisms  than  peni- 
cillin and  streptomycin10.  Preliminary  studies  have 
shown  that  this  combination  is  also  therapeutically 
effective11.  Therefore  it  seems  likely  that  penicillin 
and  gentamicin  will  become  the  treatment  of 
choice  for  all  severe  enterococcal  infections.  Van- 
comycin may  be  used  in  place  of  penicillin  to  treat 
enterococcal  endocarditis  in  patients  allergic  to 
penicillin12. 

SYNERGISM 

Pseudomonas  infections  have  proven  difficult  to 
treat  because  of  the  high  level  of  resistance  of 
these  organisms  to  most  antibiotics.  A combination 
of  carbenicillin  with  gentamicin  has  been  shown 
to  be  synergistic  against  many,  but  probably  not 
all  strains  of  Pseudomonas13.  Fortunately,  antag- 
onism has  not  been  demonstrated  when  this  com- 
bination has  been  used  against  Pseudomonas.  The 
therapeutic  effectiveness  of  this  combination  has 
not  been  proven  to  date  with  controlled  studies 
in  humans,  but  the  animal  studies  of  Andriole 
provide  evidence  that  carbenicillin  and  gentamicin 
can  be  synergistic  against  Preudomonas  in  vivo14. 
One  word  of  caution  must  be  remembered  when 
using  this  combination.  Recent  studies  have  sug- 
gested that,  if  carbenicillin  and  gentamcin  are 
mixed  together  in  the  same  intravenous  infusion 
bottle,  gentamicin  may  be  inactivated  by  carbeni- 
cillin15. This  does  not  appear  to  be  the  case  when 
the  two  antibiotics  are  given  via  different  routes  or 
are  mixed  in  different  intravenous  bottles. 

Another  antibiotic  combination  which  has  been 
shown  to  have  a synergistic  effect  against  a wide 
variety  of  organisms  is  trimethroprim  and  a sul- 
fonamide (such  as  sulfamethoxazole).  These  two 


antimicrobial  agents  are  synergistic  because  they 
inhibit  two  separate  steps  in  the  pathway  of  folic 
acid  metabolism  of  bacteria.  A combination  of  these 
two  antimicrobial  agents  appears  to  be  effective 
against  most  of  the  enterobacteriaceae  which  cause 
urinary  tract  infections,  including  those  which  are 
resistant  to  the  sulfonamide  drugs  alone.  Although 
this  combination  is  not  currently  available  in  the 
United  States,  it  has  been  used  effectively  in  Eu- 
rope and  Australia  for  the  past  several  years16. 
Clinical  trials  are  currently  under  way  in  the 
United  States,  and  it  is  likely  that  the  trime- 
thoprim-sulfonamide combination  will  be  licensed 
for  use  here  in  the  near  future.  It  should  have  wide 
application  in  the  treatment  of  urinary  tract  in- 
fections. 

There  are  many  other  examples  of  in  vitro  anti- 
biotic synergism.  However,  most  of  these  have 
been  of  limited  clinical  value  at  best,  or  have  been 
applicable  only  in  specialized  situations.  The  above 
examples  represent  the  major  instances  in  which 
antibiotic  synergism  is  currently  of  therapeutic 
value. 

PREVENT  RESISTANT  STRAINS 

A second  indication  for  the  use  of  combinations 
of  antibiotics  is  to  prevent  the  emergence  of  re- 
sistant organisms.  The  emergence  of  resistant  bac- 
teria or  fungi  is  theoretically  possible  whenever 
a single  antimicrobial  agent  is  used..  From  a prac- 
tical point  of  view,  however,  there  is  only  one 
situation  in  which  the  use  of  more  than  one  agent 
is  clearly  indicated  to  prevent  the  emergence  of 
resistant  organisms.  That  is  in  the  treatment  of 
tuberculosis.  Studies  have  clearly  shown  that  more 
than  one  agent  must  be  used  for  the  successful 
treatment  of  active  tuberculosis  in  order  to  pre- 
vent the  emergence  of  resistant  organisms17. 

MIXED  INFECTIONS 

A third  possible  indication  for  the  use  of  anti- 
biotic combinations  is  in  the  treatment  of  mixed 
infections.  Once  again  there  are  fewer  situations 
where  this  is  applicable  than  might  be  suggested 
at  first  glance.  Most  major  respiratory  and  urinary 
tract  infections  are  caused  by  a single  predominant 
organism  and  can  be  treated  with  a single  anti- 
biotic. Even  in  patients  with  chronic  bronchitis,  in 
whom  the  sputum  may  contain  mixed  flora  in- 
cluding pneumococci  and  Hemophilus  species,  a 
single  antibiotic  such  as  ampicillin  or  tetracycline 
is  usually  adequate  for  therapy  of  acute  exacer- 
bations. 

Peritonitis  due  to  fecal  contamination,  pelvic 
and  intraabdominal  abscesses,  and  biliary  tract 
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infections  are  often  caused  by  a mixed  bowel  flora, 
including  enterococci,  gram  negative  bacilli  of  the 
Enterobacteriaceae  family,  anaerobic  streptococci, 
Clostridia,  and  bacteroides.  Tetracycline  is  effec- 
tive against  most  of  these  agents,  but  in  many 
hospitals  there  is  now  a high  (prevalence  of  tetra- 
cycline resistance  among  the  Enterobacteriaceae 
as  well  as  among  bacteroides  species.  In  these 
instances  combinations  of  antibiotics,  such  as  ery- 
thromycin and  chloramphenicol  (or  even  ampicillin 
or  penicillin  plus  chloramphenicol),  are  indicated 
in  order  effectively  to  cover  all  of  the  etiologic 
agents.  Brain  abscesses  also  commonly  contain 
anaerobic  organisms  in  addition  to  streptococci 
and  other  gram  positive  organisms.  Therefore,  a 
similar  combination  of  antibiotics  may  be  indi- 
cated for  the  treatment  of  these  infections.  There 
are  few  other  instances  where  mixed  flora  consti- 
tutes an  indication  for  use  of  more  than  one  anti- 
biotic. 

SEVERE  INFECTIONS 

The  final  situation  in  which  combinations  of 
antibiotics  may  be  indicated  is  in  the  initial  treat- 
ment of  severe  infections  before  the  source,  the 
causative  organism  or  both  can  be  identified.  This 
is  undoubtedly  the  situation  which  accounts  for 
the  most  frequent  use  of  combinations  of  antibio- 
tics. It  is  also  a perfectly  reasonable  use  for  anti- 
biotic combinations,  provided  it  does  not  substi- 
tute for  a vigorous  attempt  to  define  the  nature 
of  the  infection.  It  is  important  to  remember  that 
in  most  instances  one  of  the  members  of  the  anti- 
biotic combination  can  be  stopped  as  soon  as  the 
infecting  agent  has  been  identified. 

In  many  instances,  if  one  can  define  the  source 
of  an  infection,  it  is  not  necessary  to  use  more 
than  one  antibiotic  even  if  the  exact  causative 
agent  is  unknown  at  the  time  of  initiating  therapy. 
For  instance,  treatment  of  meningitis  in  children 
can  be  initiated  with  ampicillin  alone,  since  ths 
antbiotic  effectively  covers  all  of  the  organisms 
likely  to  cause  meningitis  in  this  situation  ( Hemo- 
philus influenzae,  meningococci,  pneumococci).  In 
acute  adult  meningitis  initial  therapy  can  be 
started  with  penicillin  alone,  since  most  cases  of 
bacterial  meningitis  in  this  age  group  are  due  to 
meningococci  or  pneumococci,  both  of  which  are 
sensitive  to  penicillin.  The  majority  of  cases  of 
acute  bacterial  pneumonia  in  adults  are  still  due 
to  pneumococci,  even  in  the  antibiotic  era.  An 
exception  to  this  occurs  during  epidemics  of  in- 
fluenza, in  which  the  incidence  of  staphylococcal 


superinfection  may  be  increased.  Gram  stain  of 
the  sputum  is  very  helpful  in  determining  the 
causative  agent.  In  most  cases  of  bacterial  pneu- 
monia, initial  therapy  can  be  started  with  a peni- 
cillin or  cephalosporin  alone.  For  acute  urinary 
tract  infections  in  nonhospitalized  patients  a sul- 
fonamide or  ampicillin  is  usually  initially  effec- 
tive. For  urinary  tract  infections  in  patients  who 
have  been  hospitalized  or  have  undergone  geni- 
tourinary instrumentation,  and  in  whom  gram 
negative  septicemia  is  possible,  gentamicin  is  a 
reasonable  initial  choice.  If  there  is  a possibility 
of  enterococcal  urinary  tract  infection,  penicillin 
can  be  added. 

For  infections  in  which  bowel  flora  is  likely  to 
be  involved,  tetracycline,  or  erythromycin  with 
chloramphenicol,  or  penicillin  (or  ampicillin)  with 
chloramphenicol  are  reasonable  antibiotics  with 
which  to  initiate  therapy  as  mentioned  previously. 
In  the  few  instances  where  one  is  faced  with  a 
patient  who  appears  to  have  a severe  bacterial 
infection  and  in  whom  there  is  absolutely  no  ob- 
vious source,  broad  spectrum  coverage  can  be 
initiated  with  oxacillin  or  cephalothin  plus  genta- 
micin pending  the  results  of  bacterial  cultures. 

The  use  of  antibiotic  combinations  is  not  a 
panacea.  In  certain  limited  situations  their  use 
is  clearly  indicated  as  noted  above.  At  the  same 
time  it  is  important  to  remember  that  real  diffi- 
culties can  result  from  the  unwarranted  and  in- 
discriminate use  of  more  than  one  antibiotic.  For- 
tunate indeed  is  the  patient  whose  physician  con- 
sistently is  able  to  tread  the  fine  line  between 
therapeutic  nihilism  and  over- medication.  Nowhere 
is  this  more  true  than  in  the  administrating  of 
antibiotics. 
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Crises  In  Education 


No  Man  Can  Give  W hat  He  Does  Not 
First  Have  Himself 


By  Rev.  Joseph  L.  Lennon,  O.P. 

The  schools  of  this  country  are  stronger  now 
than  they  ever  have  been.  Children  are  better 
housed,  better  taught,  and  better  understood  than 
in  any  previous  time.  Nevertheless,  education  in 
this  land  faces  many  crises.  Just  what  these  crises 
are  and  how  to  resolve  them  lends  itself  to  debate. 
T am  reminded  that  the  ancient  Visigoths  debated 
each  issue  twice  — once  when  drunk  and  once 
when  sober.  Drunk,  so  that  their  counsels  would 
not  lack  courage,  and  sober,  that  the  truth  not 
be  lost  sight  of.  I will  assume,  this  early  in  the 
evening,  that  we  fall  in  the  sober  category  and 
will  proceed  on  that  assumption.  The  circumstances 
under  whicch  you  continue  your  discussions  at  a 
later  time  is  a matter  of  your  own  choosing. 

Before  beginning  my  catalog  of  crises  in  edu- 
cation I must  confess  that,  in  my  fifty-third  year 
of  life,  on  the  twenty-fifth  anniversary  of  priestly 
ordination  and  with  almost  as  many  years  devoted 
of  educating  youth,  I am  less  optimistic  about  the 
perfectability  of  man  than  I once  was.  In  particu- 
lar, I confess  that  although  I am  not  yet  a Jan- 
senist  or  even  an  Irish  puritan,  I am  more  and 
more  pursuaded  that  we  are  far  from  winning  our 
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collective  fight  against  ignorance  and  barbarism, 
and  that  the  stupidity  of  man  is  deeper  and  the 
veneer  of  civilization  is  thinner  than  we  have  been 
led  to  believe  or  would  like  to  believe.  Add  to  this 
my  growing  conviction  that  all  too  often  whose- 
ox-is-being-gored  is  substituted  for  moral  princi- 
ples, and  the  result  is  at  least  a small  lump  of 
cynicism  to  mar  my  otherwise  sunny  disposition. 

Not  for  a moment  do  I claim  that  my  list  of 
crises  and  my  pessimistic  thoughts  about  them  are 
original  or  that  I am  alone  in  thinking  them.  But 
But  whether  or  not  anyone  else  agrees  or  cares, 
they  are  imporant  to  me,  and  the  very  fact  that 
I share  them  with  you  tonight  makes  me  even 
more  depressed. 

TEACHING  AUTHORITY 

The  first  crisis  in  education  concerns  teaching 
authority.  In  the  traditional  view,  the  chief  claim 
the  teacher  has  to  the  authority  he  exercises  and 
knowledge  of  the  subject  he  wants  to  communi- 
cate. Merely  having  the  title  of  teacher  or  wearing 
the  respect  he  commands  is  the  fact  that  he  has 
the  robes  of  office  do  not  confer  the  power  to 
teach.  A teacher  may  be  cheerful,  affable,  gener- 
ous, sympathetic,  humorous,  kind,  cooperative,  pru- 
dent; he  may  have  a warm  smile,  a merrw  laugh, 
a strong  handclasp  and  exude  vitality;  but  in  spite 
of  all  these  wonderful  qualities,  if  he  does  not  know 
what  he  is  talking  about,  he  is  a pedagogical 
cipher.  “If  you  would  be  wise,”  says  the  sage,  “at- 
tach yourself  to  the  wise.” 
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Learning  is  not  the  only  qualification  for  teach- 
ing, but  it  is,  undoubtedly,  the  indispensable  quali- 
fication. It  is  indispensable,  because  no  one  gives 
what  he  hasn’t  got;  nothing  from  nothing  equals 
nothing;  the  blind  cannot  lead  the  blind.  As  the 
Book  of  Ecclesiasticus  states:  “It  ill  behooves  the 
fool  to  give  counsel  or  the  ignorant  to  teach.”  That 
is  why  the  best  teacher  is  one  who  has  not  only 
learned  a lot,  but  he  continues  to  learn,  to  grow, 
to  develop.  Or  as  the  oriental  sage  expresses  it: 
“He  who  learns  from  one  who  has  learned  all  he 
will  ever  know  drinks  from  a stagnant  pool.  He 
who  learns  from  one  who  is  still  learning  drinks 
from  a running  stream.” 

Indeed,  a teacher  steeped  in  the  knowledge  of 
his  subject  is  usually  clever  enough  to  use  the 
best  methods  of  putting  it  across,  and,  in  putting 
it  across,  he  conveys  an  enthusiasm  and  love  for 
learning  which  is  infectious.  In  order  to  stimulate 
the  pupil  and  help  him  to  understand,  the  inven- 
tive teacher  is  willing  to  try  anything.  He  may 
stand  on  his  head  or  walk  on  his  hands  if  he 
thinks  it  will  do  any  good.  But  he  also  knows 
tsat  the  use  of  the  latest  pedagogical  gimmicks 
or  gadgetry  avails  nothing  if  he  is  not  mentally 
on  his  toes  in  respect  to  the  subject  itself  — and 
in  saying  this  I do  not  mean  to  deride  the  im- 
portance of  teaching  techniques.  Recall  the  dog- 
gerel of  David  McCord: 

The  decent  docent  doesn’t  doze; 

He  teaches  standing  on  his  toes 
His  pupil  dassn’t  doze  and  does 
And  that’s  what  teaching  is  and  was 
Even  the  latest  models  in  education  require  a 
great  deal  of  expertise  and  learning  on  the  part 
of  teachers.  For  instance,  the  “open  area”  inno- 
vation in  schools  calls  for  broadly  cultivated  teach- 
ers who  are  not  only  steeped  in  their  subject  mat- 
ter but  also  have  the  knack  of  putting  it  across. 
Indeed,  while  the  old  classroom  rigidities  have 
pretty  much  gone  by  the  board  in  the  “open” 
classroom,  and,  while  the  teachers’  role  has 
changed  from  that  of  performer  to  that  of  a 
facilitator  and  diagnostician  of  learning  problems, 
nevertheless  the  demands  on  the  teacher  are  even 
greater  than  in  the  frontal-learning  type  of  class- 
room. Indeed,  properly  run  by  a capable  teacher 
who  has  the  know-what  and  the  know-how  the 
open  classroom  is  a beehive  of  differentiated  ac- 
tivities, each  with  a purpose.  With  a poorly  pre- 
pared teacher  — poorly  prepared  in  subject  mat- 
ter and  methodology  — such  a classroom  becomes 


a nightmare.  Perhaps  the  greatest  criticism  of 
this  newest  educational  model  — the  open  school 
—is  lack  of  appropriate  teacher  training  for  the 
concept.  Expensive  as  it  may  be,  however,  the 
“open”  classroom  promises  much  in  achieving 
that  will-o’-the-wisp  of  teaching,  namely,  tailor- 
ing instruction  to  the  capacity  and  pace  of  the 
individual  pupil. 

But  whatever  model  of  teaching  is  used  in  the 
classroom,  the  relationship  of  the  pupil  to  the 
teacher  is  still  a relationship  of  the  ignorant  to 
the  wise,  of  the  unlearned  to  the  learned,  of  those 
who  do  not  know  to  those  who  know.  It  is  pre- 
cisely this  authority  of  knowledge  which  is  being 
challenged  today.  For  instance,  the  non-directive 
school  of  counseling  applied  to  the  classroom 
works  on  the  principle  that  the  teacher’s  role 
should  be  that  of  a passive  sounding  board  for  the 
feelings  of  pupils  or  should  be  a kind  of  catalyst 
of  their  thoughts.  The  teacher  should  express 
nothing  himself  but  be  a kind  of  traffic  cop  di- 
recting the  exchange  of  ideas  voiced  by  pupils.  As 
I see  it,  the  end  result  of  this  collective  interaction 
is  usually  pooled  ignorance.  Twenty  heads  are  not 
any  better  than  one  if  all  the  heads  are  quite 
empty. 

There  are  others  who  want  to  put  teachers  out 
of  their  jobs  or  reduce  their  numbers  by  substi- 
tuting television,  electronic  gadgetry  or  teaching 
machines.  I like  the  remark  of  the  educator  who 
said,  “Any  teacher  who  can  be  replaced  bv  a 
machine,  should  be.” 

Then  there  are  those  who  claim  that  children 
know  what  is  best  for  themselves,  that  the  school 
should  be  like  a smorgasbord  where  children  take 
what  they  will  when  they  want  it.  But  while  in- 
sisting that  the  school  should  provide  fare  for  all, 
I declare  that  the  choosing  should  not  be  solely 
in  the  hands  of  a 14  year  old,  nor  in  the  hands 
of  his  parents.  Children  need  to  have  a voice  (and 
an  increasing  one)  in  their  affairs,  but  this  is  a 
privilege  to  be  earned,  not  a right  to  be  de- 
manded. When  an  architect  plans  a house,  he 
plans  it  all  — even  though  someone  else  furnishes 
the  material  and  the  land.  When  a doctor  pre- 
scribes medicine  he  is  not  apt  to  be  swayed  by 
a demand  that  “Johnny  will  only  have  pink  pills.” 
We  need  the  cooperation  and  the  support  of  par- 
ents. They  are  attempting  to  raise  the  same  chil- 
dren we  are;  but  the  area  of  contribution  of  both 
groups  should  be  more  clearly  understood,  and  we 
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should  be  less  reluctant  to  tell  parents  the  facts 
of  life  concerning  their  children's  capabilities  and 
possibilities.  After  all,  since  teachers  are  prepared 
as  professionals,  it  is  their  duty  to  act  as  pro- 
fessionals, and  they  should  be  quick  to  repulse 
the  efforts  of  amateurs  who  rush  to  tell  them  their 
business. 

Finally,  there  are  the  proponents  of  the  free 
school  movement  who  vociferously  proclaim  that 
nobody  can  really  teach  anyone  anything,  that 
the  best  teacher  is  the  grownup  who  most  suc- 
cessfully pretends  that  he  knows  nothing  or  has 
nothing  to  suggest  to  children.  In  this  view,  the 
best  answer  to  the  blustering  wind-bag  teacher 
of  the  old  time  school  is  the  free-school  teacher 
who  attempts  to  turn  himself  into  a human  ver- 
sion of  an  inductive  fan.  But  even  Jonathan 
Kozol,  erstwhile  promoter  of  the  free  school, 
states  in  a recent  article  in  Psychology  Today 
that  the  average  life  span  of  the  free  schools  has 
been  nine  months,  and  that  they  have  failed  be- 
cause of  their  unwillingness  or  inability  to  teach 
the  hard  skills,  especially  reading.  We  need  ro- 
mantic critics  of  education  like  Kozol,  Goodman, 
and  Friedenberg,  but  when  they  are  talking  about 
teachers  whe  should  give  them  the  “grain  of  salt’’ 
treatment  rather  than  look  upon  them  as  oracles 
who  speak  the  whole  truth. 

Teaching  authority  is  also  weakened  by  reason 
of  the  low  esteem  in  which  the  profession  itself 
is  held.  Throughout  history,  with  a few  excep- 
tions, school  mastering  has  always  been  a humble, 
somewhat  despised  occupation.  This  is  especially 
true  in  America.  Recall  the  observation  of  George 
Bernard  Shaw:  “Those  who  can’t  do,  teach.” 
Some  wit  added  to  that:  “Those  who  can’t  teach, 
teach  others  how  to  teach.”  And  some  half-wit 
tagged  on  these  words  of  wisdom:  “And  those 
who  can  do  neither,  become  administrators.” 

Americans  have  always  been  distrustful  of  egg- 
heads, and  teachers  are  thought  of  as  eggheads, 
and  “egghead”  is  synonymous  with  “bubble- 
head.”  Pragmatists  at  heart,  Americans  esteem  the 
man-of-action.  The  anti-intellectual  streak  in  the 
American  character  is  founded  on  the  fact  that 
in  the  early  days  of  the  country  we  needed  doers 
more  than  thinkers.  The  man-on-the-street  is  a 
little  suspicious  of  people  who  work  with  their 
minds.  He  can’t  help  feeling  that  they  have  an 
“easy  racket”.  This  lies  behind  much  resentment 
against  teachers.  Indeed,  the  public  wonders  if 
teachers  ever  work  hard  (just  as  they  often  won- 


der about  the  clergy).  They  become  greeneyed 
with  envy  at  what  they  imagine  to  be  a soft  job 
with  good  pay,  short  hours  and  long  vacations. 
This  distorted  stereotype  of  the  teaching  profes- 
sion is  rampant,  and  this  in  spite  of  the  fact  that 
a recent  research  study  by  the  National  Educa- 
tion Association  reveals  that  teachers  tend  to  have 
shorter  lunch  periods  than  a decade  ago,  continue 
to  exceed  the  forty-hour  work  week  in  school 
duties,  are  politically  active,  and  are  involved  in 
many  self-improvement  activities,  such  as  advanced 
college  study,  work  shops,  and  educational  meet- 
ings. 

Lately,  a barrage  of  criticism  has  been  leveled 
at  the  teaching  profession,  from  top  to  bottom, 
from  outside  and  inside.  Pedagogical  morale  is 
faltering  because  teachers  tend  to  take  these  at- 
tacks too  much  to  heart.  Generally  sensitive  peo- 
ple, teachers  submit  to  this  verbal  lambasting, 
begin  to  swallow  most  of  it,  and  end  up  with  what 
I can  only  call  a failure  of  pedagogical  nerve.  They 
become  mum  and  mousey  instead  of  vocal  and 
militant. 

Perhaps  teachers  themselves  are  partly  to  blame 
for  their  bad  public  image.  Psychologists  tell  us 
that  what  a person  does,  and  who  he  believes 
himself  to  be,  will,  in  general,  be  a function  of 
what  people  around  him  expect  him  to  be  and 
what  the  overall  situation  in  which  he  is  acting 
implies  that  he  is.  Indeed,  the  influence  of  the 
social  context  within  which  a person  lives  and 
the  impact  of  social  expectation  on  personality  is 
so  strong  that  it  can  be  used  as  a reliable  index 
of  future  behavior.  Public  criticism  of  teachers 
has  damaged  the  self-image  teachers  have  of  them- 
selves. Lacking  the  esteem  annd  respect  of  the 
community,  teachers  have  begun  to  believe  their 
critics  and  so  fail  to  esteem  and  respect  themselves. 
They  have  developed  an  inferiority  complex,  and 
in  so  doing  have  become  their  own  worst  enemies. 
Children,  we  are  told,  learn  only  if  they  feel  they 
are  worthwhile  human  beings  capable  of  learning 
and  achieving.  In  similar  fashion,  teachers  will  be- 
come truly  effective  in  the  classroom  only  when 
their  self-image  improves  and  only  when  they  see 
themselves  as  vital  forces  indispensable  for  the 
progress  of  our  democratic  society. 

THREAT  OF  TELEVISION 

The  next  crisis  in  education  comes  from  the 
threat  oif  television.  Do  you  know  that  by  the 
time  a youngster  finishes  high  school  he  has  had 
fifteen  thousand  hours  of  schooling,  as  against 
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eighteen  thousand  hours  of  television  viewing? 
The  power  of  television  as  a medium  of  educa- 
tion is  incalculable.  It  can  also  be  destructive  and 
seductive.  Why?  Because  television  preaches  a 
philosophy  of  excitement  and  escapism.  It  has 
altered  the  mode  of  thought  and  feeling  in  which 
children  grow  up. 

American  schools  were  founded  on  the  basis 
of  a typographic  culture,  as  H.  M.  McLuhan  likes 
to  call  it.  Reading  used  to  be  the  chief  way  one 
drew  information  or  enjoyment  from  society.  The 
movies  came  along  — but  one  had  to  make  a 
special  trip  to  a special  place  to  see  them;  hence 
there  were  limits  to  the  role  movies  could  play 
in  a child’s  life.  Then  there  was  radio  — but  re- 
constructing the  full  drama  from  sound  clues 
alone  required  sophistication  and  imaginative  abil- 
ity; a clever  child  could  identify  with  the  hero’s 
rhetoric  but  the  hero’s  actions  were  too  indirectly 
perceived.  So  children’s  reveries  were  fed  chiefly 
through  the  printed  word,  at  worst,  through  pulp 
magazines,  cheap  thrillers,  and  the  like.  And  so, 
before  a child  could  wallow  in  derived  reverie,  he 
had  to  learn  to  read  — that  is,  he  had  to  acquire 
a certain  initial  academic  competence.  Escape  and 
work  were  technically  similar. 

Now,  on  the  other  hand,  a child  is  exposed  to 
television  before  he  learns  to  read.  So  he  can 
satisfy  his  need  for  fantasy  and  self -speculative 
escape  without  any  academic  competence  what- 
ever. 

The  television  stimulus  not  only  competes  with 
academic  learning  but  is  inherently  antiintellec- 
tual. At  movies  one  concentrates  on  the  screen; 
there  are  few  other  stimuli;  movies  can  be  (and 
used  to  be)  subtle.  The  TV  screen  in  contrast  is 
surrounded  by  familiar  household  objects,  each 
with  its  penumbra  of  responsibilities  and  associa- 
tions. To  establish  effects  in  competition  with 
these  circumambient  stimuli,  the  television  story 
must  be  sharply  told.  Inherent  in  the  television 
medium  is  a barrage  of  sensations.  Listen  to  any 
TV  program.  Notice  the  stridency  of  tone,  the 
screaming  emotion,  the  exaggerated  gestures,  the 
loaded  language.  Children  who  grow  up  on  tele- 
vision come  to  need  a high  level  of  affect  and 
impact,  great  swiftness  of  consequence.  In  short, 
the  TV  tube  keeps  children  hopped  up  from  view- 
ing excessive  violence  and  exaggerated  emotion, 
paints  a silly  picture  of  adult  life,  encourages  a 
deadly  passivity,  and  creates  a fantasy  world  in 
which  entertainment  is  the  highest  value  and  every 


problem  is  neatly  solved  in  thirty  minutes.  It  is 
no  wonder  that  when  children  become  adolescents 
they  have  an  appetite  for  confrontation  politics, 
cults  of  awareness,  LSD,  and  Che-ism. 

As  teachers,  you  cannot  ignore  tbe  tremendous 
power  of  television.  For  good  or  for  ill,  it  is 
molding  attitudes  of  children.  So,  “if  you  can’t 
beat  ’em,  join  ’em”.  There  is  room  for  an  alliance 
between  the  classroom  and  the  television  set.  This 
is  an  area  that  cries  out  for  study  and  exploration. 
If  you  have  read  Ivan  Illich,  you  are  aware  of  his 
argument  that  most  of  formal  schooling  is  unpro- 
ductive, if  not  destructive,  and  that  other  agencies 
in  society  can  perform  better  than  schools  the 
task  in  which  schools  arrogantly  claim  a monopoly. 
While  I cannot  accept  all  that  Illich  has  to  say, 
I would  agree  with  him  that  unless  we  educators 
join  our  institutions  with  other  agencies  that 
clearly  have  major  educational  roles,  like  tele- 
vision, we  may  find  that  the  people  who  pay  our 
bills  are  increasingly  attracted  to  Illich.  Recent 
research  indicates  that  the  physical  and  economic 
resources  going  into  our  schools  have  very  little 
relationship  to  the  achievements  coming  out  of 
them.  In  short,  there  is  developing  a convincing, 
though  not  definite  case,  for  the  view  that  stu- 
dent achievement  depends  largely  on  forces  over 
which  today’s  schools  exercise  little  control,  and 
one  of  those  forces  is  television. 

FUN-VERSUS-WORK  PARADOX 

The  third  crisis  in  education  arises  from  the 
fun-versus-work  paradox  in  education.  The  advo- 
cates of  the  free  school  and  the  supporters  of  the 
open-classroom  methodology  stoutly  insist  that 
learning  should  be  fun.  I agree.  Indeed,  the  one 
really  priceless  contribution  any  teacher  can  make 
to  the  student  as  an  individual,  and  to  the  nation 
at  large,  is  to  introduce  him  to  the  delight  in 
learning,  to  indicate  to  him  the  continents  of  learn- 
ing in  which  he  can  discover  delight,  to  make  him 
itch  to  explore  those  continents,  and  to  give  the 
equipment  with  which  he  can  do  his  exploring. 
People  who  take  delight  in  the  affairs  of  the  mind 
have  learned  early,  in  the  words  of  Yeats  that: 
“Wisdom  is  a butterfly,  and  not  a gloomy  bird  of 
prey.”  The  initial  sense  of  wonder  and  the  urge 
to  explore  which  every  child  has  should  be  pre- 
served in  school  so  that  students  may  actually 
want  to  learn,  delight  in  learning,  and  keep  this 
delight  in  learning  for  as  long  as  he  lives. 

If  students  could  only  be  taught  that  learning 
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>s  at  least  as  pleasant  and  delightful  as  playing 
a rubber  of  bridge,  or  watching  a commercial 
sprinkled  television  program,  or  going  to  a third- 
rate  movie,  or  seeing  some  rugged  boys  running 
hither  and  yon  with  a football,  we  should  have 
few  educational  problems.  If  we  could  somehow 
get  over  to  all  youngsters  that  learning  is  the 
finest  entertainment  in  the  world  — the  most  ab- 
sorbing, the  most  enduring,  the  most  intoxicating, 
the  most  irrestible,  the  most  completely  satis- 
fying — we  should  have  very  little  worrying  to 
do  about  their  intellectual  development. 

But  fun,  fun,  fun  is  only  half  the  learning  story. 
One  cannot  ignore  Jacques  Barzun  when  he  warns 
us  in  his  essay,  House  of  Intellect,  that  “Any  at- 
tempt to  foist  learning  on  students  as  a perpetually 
gay  adventure,  will  result  in  disillusionment”.  The 
curse  inherited  from  Adam  — that  in  the  sweat 
of  his  brow  man  should  eat  his  bread  — is  true 
of  every  human  acquisition.  “The  Gods,”  runs  the 
proverb,  “sell  us  everything  for  toil.”  Anyone  who 
tries  to  understand  anything  deeply  - — • to  see  into 
it  and  through  it  and  behind  it  — - knows  that 
there  is  no  substitute  for  mental  sweat. 

The  basic  task  in  democratic  education  is  to 
find  strategies  which  will  take  individual  differ- 
ences into  consideration,  and  will  do  so  in  such 
a way  as  to  promote  the  fullest  development  of 
each  individual,  the  bright,  average,  and  dull.  No 
matter  what  strategy  we  use  to  capitalize  on  the 
natural  curiosity  of  the  pupil,  no  matter  how 
much  we  sugarcoat  learning  to  make  it  attractive, 
it  would  be  educational  chicanery  to  hide  from 
students  the  fact  that  intellectual  excellence  is 
pretty  much  a lonely,  laborious  acquisition.  Any 
knowledge  worth  having  calls  for  a certain  amount 
of  self-discipline,  patience,  prolonged  attention,  and 
a great  deal  of  effort.  This  effort  is,  at  first,  and 
for  a long  time,  comparatively  painful.  It  is  pain- 
ful because  it  is  imperfect.  But  as  it  is  gradually 
perfected,  it  becomes  gradually  more  pleasing,  and 
when  finally  perfect,  that  is,  when  its  power  is 
fully  developed,  it  is  purely  pleasurable;  for 
pleasure  is  nothing  but  the  concomitant  of  the 
unforced  and  unimpeded  energy  of  a faculty  or 
habit,  the  degree  of  pleasure  being  always  in  pro- 
portion to  the  degree  of  such  energy.  In  short, 
make  the  work  of  learning  as  much  fun  as  pos- 
sible, but  always  realize  that  in  the  words  of 
Shakespeare,  “Knowledge  maketh  a bloody  en- 
trance”. This  is  where  motivation  comes  in,  be- 


cause academic  achievemet  depends  not  only  on 
the  I.Q.  but  also  on  the  I Will. 

FREEDOM  AND  DISCIPLINE 

The  next  crisis  in  education  is  seen  in  the  prob- 
lem of  freedom  and  discipline.  Few  people  today 
like  to  talk  about  discipline.  To  the  modern  mind 
the  word  has  an  almost  pornographic  sound.  But 
discipline  is  necessary  to  freedom  and  vice  versa. 
By  excess  of  either  one  both  are  destroyed.  In- 
deed, freedom  and  discipline  must  be  kept  in 
delicate  balance.  Each  is  needed  to  preserve  the 
other. 

Unfortunately,  the  school’s  job  has  been  made 
more  difficult  because  parents  have  reneged  on  their 
obligation  to  discipline  their  children.  Nowadays, 
parents  are  horrified  at  the  thought  of  using  force 
or  threats  to  make  a child  of  any  age  do  anything. 
Instead  of  defining  limits  to  behavior,  parents 
offer  little  resistance  to  their  children’s  demands. 
They  permit  in  their  offspring  what  they  them- 
selves do  not  approve.  Such  capitulation  to  the 
child’s  desires  sets  a bad  example,  for,  if  parents 
abandon  their  convictions  under  pressure  from 
an  adolescent,  how  is  the  adolescent  to  maintain 
any  standards  under  pressure  from  other  adoles- 
cents? In  giving  them  whatever  they  want,  par- 
ents teach  their  children  that  “yes”  is  a loving 
word  and  “no”  is  a hostile  word.  No  mother  and 
father  would  ever  deprive  their  children  of  a 
balanced  physical  diet,  but  they  frequently  de- 
prive them  of  a balanced  moral  diet.  They  stuff 
their  children’s  bodies  with  vitamins  and  proteins 
but  starve  their  consciences  by  denying  them 
nothing,  and  by  failing  to  exercise  any  control 
over  them. 

This  mollycoddle  attitude  of  parents  towards 
their  offspring,  their  unwillingness  to  subject  them, 
or  to  have  them  subjected,  to  severe  discipline  in 
behavior  or  study  makes  the  teacher's  job  so  much 
harder.  Philip  Wvlie  touched  a sensitive  spot  in 
our  social  organism  when  he  framed  his  compre- 
hensive indictment  of  “Mom”.  But  “Pop”  is 
often  just  as  culpable  as  “Mom.”  Many  a father, 
w'ho  has  achieved  success  through  strenuous  labor 
and  grim  self-sacrifice,  says  quite  openly,  “My 
son  must  never  work  as  hard  as  I did,’’  forgetting 
that  it  was  this  very  struggle  which  made  him 
what  he  is.  Actually,  the  current  problem  is  not 
one  of  freedom  versus  discipline,  but  of  senti- 
mentality versus  discipline.  If  parents  expect  the 
school  to  supplement  the  work  of  the  home  (and 

(Concluded  on  Page  359) 
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Transnasal  Fiberoptic  Bronchoscopy 


Method  Provides  Excellent  Visualiza- 
tion For  Diagnosis  And  Therapy  With- 
out Significant  Complications 


By  Joseph  F.  Smiddy,  M.D. 

The  original  bronchoscopies  performed  by  Gus- 
tav Killian  in  1897  demonstrated  the  feasibility 
of  the  procedure.  In  1904  Chevalier  Jackson  de- 
signed a new  bronchoscope  which  consisted  of  a 
metal  tube  with  a distal  light  source.  With  this 
instrument  the  diagnostic  and  therapeutic  yield 
outweighed  the  morbidity  of  its  passage,  and  bron- 
choscopy became  a widely  accepted  procedure.  A 
new  flexible  fiberoptic  bronchoscope  has  become 
available  which  adds  increased  dimension  to  the 
usefulness  of  bronchoscopy. 

METHOD 

The  instrument  used  in  this  study  is  the  Olym- 
pus Model  BF  Fiberscope*.  This  instrument  has 
a working  length  of  55.7  cm,  a diameter  of  5 mm, 
and  a remotely  controllable  tip  which  moves 
through  a range  of  130°  upward  and  30  down- 
ward. The  83  forward  field  of  view  has  a depth 
of  focus  from  5-45  mm.  A one-millimeter  channel 
allows  injection  of  local  anesthetic,  bronchial  lav- 
age, aspiration  of  secretions,  bronchial  washing  for 
cytology  and  cultures,  brush  biopsy,  and  forceps 
bite  biopsy. 

Previous  investigators  had  limited  use  of  the 

*01ympus  Corporation  of  America,  New  Hyde  Park, 
New  York. 

JOSEPH  F.  SMIDDY,  M.D.,  Chest  Medicine, 
Naval  Hospital;  Medical  Consultant,  National  In- 
stitutes of  Health,  Bcthcsda,  Maryland . 

Read  before  the  Rhode  Island  Thoracic  Society, 
March  1,  1972. 


flexible  bronchoscope  to  insertion  through  a metal 
bronchoscope  or  endotracheal  tube  prior  to  the 
original  report  of  transnasal  bronchoscopy  by  this 
author2.  Further  experience  supports  the  trans- 
nasal route  as  being  the  choice  for  diagnostic  fiber- 
optic bronchoscopy.  In  550  procedures  this  ap- 
proach has  been  found  to  be  well  tolerated  by 
the  patient  and  performed  with  ease.  The  patient 
is  kept  on  nothing  by  mouth  overnight  and  pre- 
medicated with  atropine  0.4  mg  intra  muscularly 
one  hour  prior  to  the  procedure.  Sedatives  or 
narcotics  are  not  necessary  but  may  be  used  in 
anxious  patients.  The  patient’s  nose  and  throat 
are  sprayed  with  local  anesthetic. 

A solution  containing  tetracaine  0.25  per  cent 
to  which  has  been  added  0.06  ml  of  epinephrine 
1:1000  is  the  local  anesthetic  of  choice.3  The 
epinephrine  retards  the  systemic  absorption  of 
tetracaine,  decreasing  the  chance  of  a toxic  re- 
action. There  have  been  no  recognized  reactions 
to  this  solution  in  this  study.  A maximal  dosage 
of  50  mg  tetracaine  has  not  been  exceeded. 

The  distal  end  of  the  instrument  is  coated  with 
2 cc  of  lidocaine  jelly.  The  instrument  is  passed 
through  the  nasopharynx  under  direct  visualiza- 
tion. Two  ml  of  anesthetic  solution  are  injected 
through  the  aspiration  channel  onto  the  vocal 
cords.  The  instrument  is  passed  easily  through  the 
cords  and  into  the  trachea.  Additional  anesthetic 
can  be  added  as  the  instrument  is  advanced. 

Examination  of  all  segments  of  the  bronchial 
(Continued  on  next  page) 
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Table  1 — Results  of  Transnasal  Forceps 
Bronchial  Biopsy 

Endobronchial  mass  viszualized — 28  patients 

Pathology  reports — Squamous  cell  carcinoma — 20 
Adenocarcinoma  — 6 

Non-caseating  granuloma  — 2 

Biopsy  performed  in  a suspicious  area  where  no 
actual  mass  lesion  was  seen — 17  patients 

Pathology  reports — Norman  bronchial  mucosa — 2 
Chronic  bronchitis  — 15 

tree  is  carried  out  with  the  patient  seated  with 
his  head  in  a resting  position.  The  controllable 
tip  and  small  diameter  of  the  instrument  make 
possible  direct  examination  of  all  segmental  and 
most  subsegmental  bronchi.  Still  or  motion  picture 
color  photographs  are  obtained  of  suspicious  areas. 

Washings  for  smears,  cultures,  and  cytology  are 
obtained  from  appropriate  areas  through  the  bron- 
choscope aspiration  channel. 

FORCEPS  BIOPSY 

A flexible  1 mm  wire  biopsy  forceps*  has  re- 
cently become  available  which  permits  biting  of  a 
1 x 1.75  mm  tissue  sample.  This  instrument  can 
be  passed  through  the  aspiration  channel  of  the 
bronchoscope  and  multiple  biopsies  taken  under 
direct  vision. 

The  results  of  the  initial  45  biopsies  with  this 
instrument  are  reported  in  Table  1.  We  have  had 
no  complications  with  biopsy  by  this  procedure. 
Although  significant  bleeding  remains  a potential 
complication,  it  has  not  occurred  in  our  series. 
This  instrument  was  not  designed  for  removal  of 
foreign  bodies;  however,  we  have  used  it  to  re- 
move a 1 x 1.5  cm  piece  of  plastic  from  the  left 
main  bronchus  of  a patient  who  presented  with 
localized  wheezing. 

Peripheral  Bronchial  Catheterization  12  pt  caps 

A controllable  tip  catheter4  has  become  avail- 
able which  permits  easy  catherization  of  peripheral 
bronchi.  We  have  used  the  flexible  fiberoptic  bron- 
choscope to  facilitate  passage  of  the  catheter,  fol- 
lowed by  peripheral  positioning  under  fluroscopv. 
A biopsy  brush  can  then  be  passed  through  the 
catheter,  samples  for  culture  and  cytology  can  be 
aspirated  from  the  peripheral  location,  and  con- 
trast media  can  be  injected  for  peripheral  broncho- 
graphy. 

DISCUSSION 

The  indications  for  performance  of  diagnostic 
bronchoscopy  with  the  metal  bronchoscope  have 
included  hemoptysis,  persistent  cough,  localized 

*Machida  Endoscope  Corporation,  Ltd.,  Tokyo, 
Japan. 


wheezing,  x-ray  evidence  of  a mass  or  endobron- 
chiel  obstruction,  or  other  factors  suggesting  bron- 
chogenic carcinoma.  In  1907  Chevalier  Jackson 
wrote,  “The  day  has  come  when  the  treatment  of 
diseased  organs  without  looking  at  them  is  re- 
garded as  a groping  in  the  dark  that  is  permissible 
only  in  organs  that  cannot  be  safely  examined.”5 

Transnasal  flexible  fiberoptic  bronchoscopy  is 
so  easy  to  perform  and  well  tolerated  that  we  have 
used  it  as  an  earlier  diagnostic  procedure,  and  a 
record  review  for  two  years  revealed  that  we 
tripled  the  number  of  bronchoscopies  performed 
on  our  referral  patients.  Our  indications  include 
the  above  indications  for  metal  tube  bronchoscopy, 
as  well  as  any  indication  of  pathology  in  the  air- 
way or  surrounding  tissue.  We  routinely  perform 
the  procedure  for  obtaining  uncontaminated  bron- 
chial cultures,  photography  of  pathologic  proc- 
esses, re-confirmation  of  location  or  extent  of  dis- 
ease, follow-up  of  diseases  under  therapy  such  as 
cobalt  therapy  of  bronchogenic  carcinoma  and  per- 
formance of  segmental  bronchograms. 

Relative  contraindications  to  diagnostic  bron- 
choscopy with  the  metal  bronchoscope  include 
dyspnea,  hypoxemia,  hypercapnia,  severe  cough- 
ing, severe  anxiety,  uncooperativeness,  superior 
vena  caval  syndrome,  aortic  aneurysm,  cervical 
spine  disease  or  fracture,  and  bleeding  and  clotting 
disorders.  Patients  with  short  necks,  obesity,  man- 
dible malformations,  prominent  teeth,  torticollis 
and  muscular  spasm  of  the  neck,  and  trancheal 
stenosis  are  well  recognized  to  be  difficult  to  bron- 
choscope. 

There  are  two  contraindications  to  transnasal 
flexible  bronchoscopy.  The  first  and  most  impor- 
tant is  an  uncooperative  patient  and,  second,  nar- 
rowing of  the  airway  to  the  point  of  prohibiting 
adequate  ventilation  around  the  bronchoscope.  The 
latter  was  encountered  in  one  patient  with  bilateral 
cord  paralysis,  one  patient  with  marked  narrowing 
of  the  glottis  secondary  to  lipid  infiltration,  and 
one  patient  who  had  a tumor  at  the  base  of  the 
epiglottis. 

The  complications  of  metal  tube  bronchoscopy 
are  understressed  in  the  medical  literature.  They 
include  psychic  trauma6;  trauma  to  teeth,  lips, 
and  tongue;  fracture  or  sprain  of  the  mandile  or 
cervical  spine;  bacteremia7;  vocal  cord  damage 
with  laryngeal  edema8;  massive  hemorrhage9; 
anoxia;  cardia  arrest;  and  death10.  Bronchial  per- 
foration is  a well  recognized  complication11’ 

(Concluded  on  Page  360) 
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Editorials 


A WELCOME  CONTRIBUTOR 


As  the  full  medical  education  program  at  Brown 
L niversity  evolves,  the  need  for  better  communi- 
cation between  the  medical  academic  community 
and  the  practicing  physician  becomes  more  press- 
ing. Beginning  with  the  October  issue  of  this 
Journal  in  accordance  with  an  arrangement  be- 
tween the  Division  of  Biological  and  Medical 
Sciences  of  the  university  and  the  Publications 
Committee  of  The  Rhode  Island  Medical  Society 
we  initiated  the  promulgation  of  a monthly  Medi- 
cal Events  Calendar.  In  this  manner  all  segments 
of  the  medical  community  will  have  ready  access 
to  information  concerning  opportunities  for  con- 
tinuing medical  education.  In  the  near  future  it 
is  anticipated  that  the  Divistion  of  Biological  and 


Medical  Sciences  will  also  include  a column  con- 
cerning pertinent  developments  within  the  uni- 
versity. 

We  trust  that  this  arrangement  will  further 
cement  the  cordial  relationship  which  has  nourished 
between  the  Society  and  the  Medical  Faculty  at 
Brown.  Moreover,  the  editors  are  pleased  that  the 
Journal  will  thus  perform  a significant  role  in 
communication  to  the  benefit  of  the  whole  medical 
community. 

We  welcome  this  opportunity  to  cooperate  with 
the  Medical  School  in  disseminating  in  a con- 
venient and  readable  fashion  its  monthly  educa- 
tional program,  and  we  trust  that  our  readers 
will  find  this  new  service  useful. 


THE  REAL  ANTONMARCHI,  LAST  PHYSICIAN  TO  NAPOLEON 


In  Stacton’s  The  Bonapartes,  (Simon  and 
Shuster,  1966,  p.  189),  it  is  stated  that  Antonmar- 
chi  was  not  a physician,  but  merely  an  orderly 
at  the  autopsy-tables  in  Florence. 

Poulet’s  most  interesting  paper  rejects  stories 
of  this  kind.  Antonmarchi’s  diploma  of  Doctor  in 
Philosophy,  in  Medicine,  and  in  Surgery  from  the 
Academy  of  Pisa  are  reproduced  in  the  paper. 

Born  in  Morsiglia,  a village  of  Corsica  on  July 
5,  1789,  Antonmarchi  graduated  at  Pisa  with  a 
well  regarded  dissertation  on  cataract.  He  became 
the  assistant  of  Paolo  Mascagni,  a prominent 
teacher  of  anatomy  and  medicine  in  Florence,  and 
collaborated  with  Mascagni  in  his  excellent  books 
on  anatomy.  He  was  in  line  to  take  Mascagni’s 
place  at  his  death,  but  was  defeated  as  a result  of 
political  changes  after  the  fall  of  Napoleon. 

It  would  have  been  strange  indeed  for  Napo- 
leon’s mother,  brothers,  and  uncle,  Cardinal  Fesch, 
to  have  sent  a non-medical  man  to  St.  Helena  to 
take  care  of  the  prisoner.  The  selection  of  a phy- 
sician for  Napoleon  was  a complicated  affair  of 
British  politics.  After  months  without  any  medical 
care  it  was  agreed  to  accept  Antonmarchi. 

The  prisoner,  who  often  boasted  that  he  did 
not  care  for  medicine,  accepted  Antonmarchi,  who 
could  speak  French,  Italian  and  Corsican.  After 
a few  coleric  spells,  he  was  well  satisfied  with  him. 

After  Napoleon’s  death,  Antonmarchi  opened  an 


Francesco  Antonmarchi 
1789-1838 


office  in  Paris  and,  faithful  to  the  cause,  treated 
free  of  charge  all  indigent  Napoleonic  soldiers.  A 
pension  promised  by  the  emperor  never  material- 
ized. He  kept  on  working  hard  to  finish  Mascagni's 
books  on  anatomy.  He  published  a monograph  on 
the  flora  of  St.  Helena.  His  detractors  said  that 
he  wandered  in  the  woods  because  of  a love  affair. 
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Not  a great  offense.  He  published  also  The  Last 
Moments  Of  Napoleon.  The  fact  that  Anton- 
marchi accepted  a difficult  job,  in  an  inhospitable 
land,  for  a small  salary,  and  with  no  future  demon- 
strates his  noble,  unselfish  character. 

In  1831  he  offered  his  services  to  the  Poles 
fighting  the  Russians  and  published  an  essay  on 
cholera  in  Warsaw.  He  barely  escaped  the  Russian 
victors.  After  a visit  to  Corsica,  he  sailed  for 
Louisiana,  Mexico,  and  finally  Santiago  de  Cuba, 
where  he  died  of  yellow  fever  on  April  3,  1838. 

His  troubles  did  not  finish  after  death.  The 
tomb  assigned  to  him  proved  too  small  for  his 
big  body,  and  it  had  to  be  placed  in  another. 

Apparently  certain  historians  accepted  judg- 
ments dictated  by  political  enmity.  Called  a simple 
preparateur  de  dissection  a l’amphitheatre  de 
Florence,  he  was  held  responsible  for  not  diag- 
nosing and  failing  to  cure  Napoleon’s  sickness.  He 
was  called  by  another  historian  “a  kind  of  Flor- 
entine anatomist  who  had  never  practiced  medi- 


cine, with  a doctorate  in  medicine  that  could  be 
bought  cheaply,  a Corsican  barber.” 

Anatole  France  calls  Antonmarchi  an  Italian 
comedy  apothecary,  babbling  and  hungry. 

Poulet  concludes  that  the  medical  qualifications 
of  Antonmarchi  are  authentic  and  indisputable. 
His  scientific  value  is  certain,  proved  by  his  ana- 
tomical, surgical  (cataract),  clinical  (cholera  in 
Poland),  and  botanical  works. 

His  moral  values  are  proved  by  his  voluntary 
exile  to  St.  Helena  for  a small  salary,  his  free  con- 
sultations in  Paris,  his  work  in  Poland,  his  exposure 
to  yellow  fever  in  Cuba,  after  he  had  been  advised 
not  to  land  there.  His  devotion  to  Napoleon  is 
certain;  and  failure  to  obtain  a cure  was  not  due 
to  incompetence,  but  to  the  level  of  medical 
knowledge  of  the  time. 

REFERENCE 

Poulet  J : Le  Vrai  Visage  D’Antonmarchi,  Dernier 
Medecin  De  L’Empereur  (The  true  Antonmarchi, 
last  physician  of  the  emperor).  Sem  Hop  Paris 
45  : 3394- 3402,  20  Dec  1969 
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NUCLEAR  POWERED  PACEMAKER 


In  July  of  1972,  the  Atomic  Energy  Commis- 
sion announced  that  permission  had  been  granted 
to  a group  in  Buffalo,  New  York  to  implant  a 
nuclear  powered  cardiac  pacemaker. 

Soon  thereafter  the  newly  developed  pacemaker, 
which  has  an  expected  life  of  10  years,  was  im- 
planted for  the  first  time  in  the  United  States  at 
the  Buffalo,  N.  Y.,  Veterans  Administration  hos- 
pital, where  the  prototype  of  the  implanted  device 
had  been  developed  and  implanted  12  years  ago. 
One  of  the  two  patients  who  received  the  new 
long-life  pacemaker  was  a 48-year-old  World  War 
I I veteran,  who  had  also  received  the  original  pace- 
maker in  1960. 

The  surgery  was  performed  by  Doctor  Andrew 
Gage,  assisted  by  Doctor  William  Chardack,  who 
had  helped  develop  the  first  implantable  pace- 
maker with  VA  electronics  engineer  Wilson  Great- 
batch  but  is  now  semi-retired.  Gage  had  been  Char- 
dack’s  assistant  at  that  time. 


The  Chardack-Greatbatch  design  was  the  first 
to  use  a bipolar  electrode  with  two  single  wires 
buried  in  the  heart. 

The  new  pacemaker  uses  electronic  circuitry 
virtually  identical  to  the  original  design.  The 
essential  component  in  the  new  pacemaker  is  a 
thermoelectric  power  supply  fueled  by  a minute 
quantity  of  plutonium  238.  It  is  expected  to  last 
for  ten  years,  in  contrast  to  the  two  or  three  year 
life  of  the  conventional  mercury  batteries  in  the 
original  design. 

The  nuclear  powered  model  was  first  used  in 
France  in  April,  1970.  More  than  50  units  have 
since  been  implanted  in  heartblock  victims  in 
France,  West  Germany,  Belgium,  and  the  Nether- 
lands. Use  of  the  new  device  in  the  United  States 
awaited  permission  of  the  Atomic  Energy  Uom- 
mission. 

The  successful  application  of  this  new  tech- 
nology represents  an  important  advance  in  pace- 
maker instrumentation. 


& t 

WINTER  MEETING  OF  THE  CLINICAL  DIABETES  ASSOCIATION  OF  R. 

Tuesday,  December  5,  1972  at  8:15  P.M. 

George  Auditorium,  R.  I.  Hospital 
Topic:  DIABETIC  KETOACIDOSIS 

Speaker:  FRANK  DAVIDOFF,  M.D.,  Associate  Professor  of  Medi- 
cine, Harvard  Medical  School  and  Director,  Dia- 
betes Unit,  Betli  Israel  Hosnifal,  Boston. 

Panel  Discussion  to  follow 
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Fractures 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 

HURTS 


EMPIRIN 

COMPOUND 

€ CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Break  the 

ulcer  circuit 

tn  hyperacidity, 
hypermutility  and 

ulcer  pain. 


Pro-Banthine 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure  — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlikeataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  in  acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  possibility  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  111.  60680 
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SEARLE 


Ampicillin,  Garbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopenhisodium  carbenicillin) 

Bactocill  ‘sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  eed 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  M.D. 


At  left,  a deeply  fissured  tongue. 

At  right,  a tongue  covered  by  thick,  white,  verrucous  epithelium, 


Answer  on  Page  359 


Peripatetics 

BENCEL  L.  SCHIFF  has  been  elected  Presi- 
dent of  the  New  England  Dermatological  So- 
ciety at  its  annual  meeting  in  Boston.  The  So- 
ciety’s membership  comprises  the  New  England 
states  and  upper  New  York  state.  Doctor  Schiff 
is  Chief  of  Dermatology  at  Pawtucket  Memorial 
Hospital  and  Associate  Clinical  Professor  of  Der- 
matology at  Brown. 

* * * 

A new  Peer  Review  and  Utilization  Plan  for  St. 
Joseph's  Hospital  has  been  developed  under  the 
Medical  Staff's  new  Peer  Review  Committee  whose 
Chairman  is  ROBERT  P.  SARNI,  president-elect 
of  the  staff.  The  plan  has  been  endorsed  by  the 
Board  of  Trustees  which  includes  five  physicians. 
* * * 

The  following  staff  appointments  have  been 
made  at  St.  Joseph’s  Hospital:  Active  staff— 
JOHN  F.  HOGAN,  pediatrics;  courtesy  staff — 
PAUL  CALABRESE,  medicine;  STEPHEN  KAP- 
LAN, medicine;  FRANCIS  J.  CUMMINGS,  medi- 
cine; JOSEPH  A.  DEBELLIS,  medicine. 

* * * 

SANFORD  C.  SPARAGEN  has  joined  the  ac- 
tive staff  of  The  Miriam  Hospital  full  time  as 


Director  of  the  Division  of  Nuclear  Medicine  in 
the  Department  of  Medicine. 

* * * 

DANIEL  PERL  has  been  named  Assistant 
Pathologist  at  The  Miriam  Hospital.  Doctor  Perl 
was  recently  named  Assistant  Professor  of  Medical 

Science  at  Brown  University. 

* * * 

STANLEY  ARONSON,  a member  of  the  Pub- 
lications Committee  of  the  Society,  and  Director 
of  the  Department  of  Pathology  and  Laboratory 
Medicine  at  The  Miriam  Hospital,  has  co-edited 
the  book  Sphingolipids,  Sphingolipidosis  And 

Allied  Disorders. 

* * * 

ALLAN  DEUTSCH  has  joined  the  staff  of  the 
Department  of  Radiology  as  Assistant  Radiologist 

at  The  Miriam  Hospital. 

* * * 

PETER  LICHTENFELD  has  joined  the  De- 
partment of  Medicine  at  Roger  Williams  General 
Hospital  as  Head  of  the  Division  of  Neurology. 
Doctor  Lichtenfeld  is  also  on  the  faculty  of  the 
Division  of  Medical  Sciences  at  Brown  Univer- 
sity. 
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Profile  "20" 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


- iJopbini  1/yjedical  oCa boratonj 
335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


District  County  Medical 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington 
County  Medical  Society  was  held  at  the  Dunes 
Club,  Narragansett,  Rhode  Island  on  Wednesday, 
July  12,  1972  at  11  a.m. 

The  meeting  was  called  to  order  by  Dr.  G.  Bur- 
belo,  President  at  11:50  a.m.  Members  present 
were  Doctors  Agnelli,  Burbelo,  Capalbo,  Conrad, 
Falconer,  Farrell,  Freye,  Gale,  Golberg,  Guthrie, 
L.  Johnson,  Johnston,  Jones,  Judkins,  Knisley, 
Kraemer,  Manganaro,  Martin,  Menzies,  Mohrn- 
heim,  Morrone,  Murdocco,  McGrath,  J.  O’Neil, 
Palaia,  Pysariw,  Robinson,  Ruisi,  Siegmund,  Tang, 
Tatum,  Turco,  Visgilio,  Walsh.  Guests  present 
were  Tom  Saberra,  Sheila  Martin,  and  Dr.  Henry 
Haines. 

Doctor  Agnelli  made  a motion,  seconded  by  Doc- 
tor Walsh,  that  the  minutes  of  the  last  regular 
meeting  be  accepted  as  printed  and  distributed. 

COMMUNICATIONS 

Several  communications  were  read  along  with 
several  applications  which  were  turned  over  to  the 
Credential  Committee  to  be  acted  on  in  New 
Business. 

COMMITTEE  REPORTS 

Doctor  Agnelli  reported  on  activities  of  the 
Council  and  Doctor  McGrath  gave  his  report  from 
the  House  of  Delegates  of  the  State  Society. 

NEW  BUSINESS 

Doctor  Palaia  made  a motion,  seconded  by  Doc- 
tor Walsh,  that  the  members  stand  in  a moment 
of  silence  to  the  memory  of  two  members,  Dr. 
Samuel  Nathans  and  Dr.  Clifford  Hathaway,  who 
had  passed  away  since  our  last  meeting  and  that 
Doctor  Agnelli  send  letters  to  the  families  in  the 
name  of  the  Washington  County  Medical  Society. 

The  application  of  A.  K.  Chadha,  M.D.  was 
acted  on  favorably  by  the  Credential  Committee 
as  well  as  the  application  of  Doctor  Broughton, 
pending  his  Rhode  Island  license. 

Dr.  Sheldon  Binder  from  the  New  England 
Center  Hospital  gave  an  interesting  talk  of  the 
new  concept  in  Head  and  Neck  Cancer. 

The  meeting  was  adjourned  at  12:30  p.m. 

Respectfully  submitted: 

Francis  M.  Palaia,  m.d. 

Secretary 
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Physicians  Seeking  Rhode  Island  Opportunities 


Edward  J.  Pasquarella,  M.D. 
Division  of  Orthopedic  Surgery 
Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
Orthopedic  Surgery 

* * * 

Shiann  J.  Wu,  M.D. 

Memorial  Hospital  for  Cancer 
and  Allied  Diseases 
444  E.  68th  Street 
New  York,  New  York  10021 

Pediatrics 

* * * 

Vincent  A.  Montemarano,  M.D. 
Chief  Resident 
Division  of  General  Surgery 
Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
E:st  Meadow,  New  York  11554 

General  Surgery 

* * * 

Myung  C.  Park,  M.D. 

467  Emerson  Drive 
Eggertsville,  N.  Y.  04226 
Uro’ogy 

* * * 

A.  S.  Gawande,  M.D. 

555  Mt.  Prospect  Avenue 
Apt.  5G 

Newark,  N.  Y.  07104 
Urology 

* * * 

Gustav  M.  Braun,  M.D. 

Chief,  Otolaryngology  and 
Maxillofacial  Surgery 
Box  “O” 

Gorgas  Hospital 

Balboa  Heights,  Canal  Zone 

Otolaryngology 

* * * 

Barton  \V.  Kaplan,  M.D. 

P.  O.  Box  741 
4108  Hyde  Park  Drive 
Chester,  Virginia  23831 
Pediatrics 


N.  M.  Reinstein,  M.D. 

USAF  Regional  Hospital 
Minot,  North  Dakota  58701 
Ophthalmology 

* * * 

Robert  Matthew,  M.D. 

219  Race  Street 
Pittsburgh,  Pa.  15218 
Cardiology 

* * * 

Antonio  Vi.  Lim,  M.D. 

1 Keegan  Lane 
Greenfield,  Mass.  01301 

General  Surgery 

* * * 

Richard  M.  Sax,  M.D. 

3541  E.  Glencoe  Street 
Coconut  Grove,  Florida  33133 
Neurology 

* * * 

James  Y.  Chan,  M.D. 

102  Hickory  Hill  Place 
Charleston,  W.  Virginia  253-4 
Urology 

=t=  * * 

Barrie  Paster,  M.D. 

Smiley’s  Point  Cllinic 
2200  Riverside  Avenue  South 
Minneapolis,  Minnesota  55404 

Family  Practice 

* * * 

D.  L.  Narayana,  M.D. 

1394  Waring  Avenue 
Eronx,  New  York  10469 

Orthopaedic  Surgery 

* * * 

Robert  Rosenblum,  M.D. 
13491  Coliseum  Drive 
Chesterfield,  Missouri  63017 
Ophthalmology 

* * * 

Sheldon  L.  Markowitz,  M.D. 
4018  16th  Avenue,  N.W. 
Rochester,  Minnesota  55901 
Internal  Medicine 

^ ^ ^ 
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(Ethnic  Medicin*) 

Incidence  of  Congenital  Cystic  Dilatation  of  the 
Common  Bile  Duct  Among  the  Japanese 

The  incidence  of  congenital  cystic  dilatation  of 
the  common  bile  duct  is  higher  among  the  Japa- 
nese and  other  Oriental  peoples  than  among  Cau- 
casions;  but  the  clinical  features  of  the  condition 
seem  similar  to  those  found  in  Caucasian  patients. 
The  preponderance  among  Orientals  has  been  well 
known  since  the  report  by  Alonso-Lej  in  1959. 

In  the  United  States,  the  number  of  patients 
encountered  at  a single  institution  during  two 
decades  is  usually  less  than  10,  whereas  several 
case  reports  from  surgical  units  in  Japan  deal  with 
more  than  12  cases  of  their  own.  The  reason  the 
condition  is  more  common  among  the  Japanese 
people  remains  unknown,  and  one  must  assume 
some  congenital  liability  to  this  biliary  malforma- 
tion. 

Thirty-five  patients  with  congenital  cystic  dila- 
tation of  the  common  bile  duct  seen  from  1953 
through  1969  are  reported.  This  group  is  the  larg- 
est from  a single  institution  in  Japan. 

Except  for  the  incidence  rate,  other  clinical 
features  of  the  condition  in  the  Japanese  seem 
approximately  the  same  as  those  in  Caucasians. 
Of  the  35  patients,  four  were  adults  and  31  were 
less  than  15  years  of  age;  23  were  female  and  12 
were  male.  Most  of  the  recent  papers  from  the 


Japanese  medical  literature  report  a definite 
tendency  for  females  to  have  this  anomaly  in  a 
ratio  of  two  or  three  to  one- 

. . • Tsuchida  Y,  and  Ishida  M:  Surgery  69: 
776,  May  1971. 

* * 

The  Masai  of  East  Africa:  Some  Unique 
Biological  Characteristics 

The  Masai,  a Nilo-Hamitic  nomadic  tribe  of 
East  Africa,  live  primarily  on  a customary  diet 
consisting  exclusively  of  milk,  blood,  and  meat. 
Despite  a high  fat  intake,  their  serum  cholesterol 
and  /Mipiprotein  levels  were  low,  and  autopsy 
examinations  revealed  a paucity  of  atherosclerosis. 
A highly  efficient  negative  feedback  mechanism 
of  endogenous  cholesterol  synthesis  was  found  in 
metabolic  studies  and  was  the  sole  factor  pro- 
tecting them  from  developing  hypercholesteremia. 
Analysis  of  gallbladder  bile  showed  high  ratios  of 
phospholipils/cholesterol  and  bile  acids/cholesterol 
which  accounted  for  the  absence  of  cholesterol 
gallstones.  A high  serum  gamma  globulin  level  and 
rapid  development  of  serum  IgA,  found  in  early 
life,  might  be  essential  for  survival  in  a primitive 
and  unsanitary  environment. 

. . . Ho  KJ  et  al:  Arch  Path  91:387,  May 
1971. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


CRISES  IN  EDUCATION 

(Concluded  from  Page  350) 
that  is  the  school’s  task  instead  of  taking  over 
parents’  obligations),  then  parents  will  have  to 
make  their  children  lead  more  exacting  lives, 
make  more  demands  upon  them,  teach  them  in 
the  home  the  elementary  principles  of  law,  order, 
and  occasional  renunciation. 

The  school,  on  its  part,  if  it  is  serious  about 
educating  the  whole  human  being,  cannot  escape 
some  kind  of  commitment  to  the  values  of  free- 
dom and  responsibility,  conscience  and  integrity, 
good  taste,  and  courtesy.  I think  all  too  fre- 
quently the  school  permits  a wall  of  separation 
to  be  built  between  the  academic  life  of  the  stu- 
dent on  the  one  hand  and  his  life  outside  the 
cHssroom  on  the  other.  What  I am  really  pleading 
for  is  to  make  the  extracurriculum  a natural  ex- 
tension of  the  curriculum.  In  short,  I would  like 
to  see  teachers  try  to  bring  intellectual  and  moral 
values  to  bear  in  every  phase  of  the  student’s  ex- 
perience. If  the  extracurriculum  is  not  conceived 
in  educational  terms,  we  teachers  are  fooling  our- 
selves. More  than  that,  we  are  reducing  our  task 
to  the  level  of  supervised  fun  and  games  — and 
that  at  a time  when  it  is  the  administrator’s  and 
the  teacher’s  greatest  challenge  to  make  a con- 
tinuum of  the  curriculum  and  extracurriculum,  of 
intellectual  development  and  value  formation.  All 
four  of  these  are  inseparable.  They  meet  in  the 
one  pupil.  Together  with  the  home  and  certain 
other  out-of-school  factors,  they  constitute  the 
entirety  of  the  pupil’s  inner,  and  outer  environ- 
ment. They  are  the  shapers  of  the  man. 

VALUE  CONVICTIONS 

All  of  which  leads  inevitably  to  the  question 
of  values  for  ourselves.  No  man  can  give  what 
he  does  not  first  have  himself.  Which  simply 
means  that  if  we  do  not  have  value  convictions 
ourselves,  it  would  be  hopeless  to  talk  about  com- 
municating values  to  our  students.  On  the  other 
hand,  the  question  of  values  for  our  students  puts 
a double  obligation  on  us  to  be  clear  about  the 
values  for  ourselves. 

It  further  obligates  us  to  review  our  own  com- 
mitment to  our  profession  as  educators.  We  are 
in  this  teaching  business  for  a purpose,  and  a 
periodic  review  would  help  us  to  understand  that 
purpose  a little  better  for  each  one  in  his  own 
mind.  Our  students  need  now  more  than  ever  a 
sense  of  personal  commitment.  If  we  do  not  have 
it  ourselves,  how  can  we  ever  expect  to  communi- 


cate it  in  terms  of  value  to  our  students?  All  of 
us  need  to  commit  ourselves  to  the  values  that 
make  our  lives  significant.  Our  job  isn’t  to  edu- 
cate youth  to  be  such  pyersons  as  we  are,  but  to 
be  such  persons  as  they  can  be.  An  individual’s 
biggest  work  is  to  build  himself,  and  he  needs  an 
image  of  what  he  can  be.  Teachers,  along  with 
parents,  supply  this  image. 


BOOK  REVIEWS 

(Concluded  from  Page  340) 

I was  interested  to  read  “The  Great  Flexor  Ten- 
don Controversy”  by  Joseph  Boyes,  and  consoled 
to  find  the  next  subject  was  “The  Valuable  Role 
of  Tenolysis  in  the  Digits”  by  Claude  Verdan  of 
Switzerland.  Consoled  that  even  the  “best”  sur- 
geons are  forced  to  resort  to  tenolysis  at  times, 
Arthritis  and  its  consequences  are  dealt  with 
in  several  articles,  and  even  the  common  finger 
tip  injury,  seen  so  often  in  Providence,  is  covered. 
There  are  two  chapters  on  the  use  of  silicone  in 
arthroplasties  of  the  hand  and  fingers. 

This  series  of  papers  is  of  great  value  as  a ref- 
erence for  any  who  are  seriously  interested  in 
doing  surgery  of  the  hand.  To  quote  from  the 
preface,  “no  attempt  was  made  to  make  the 
three-day  symposium  an  all  inclusive  course  on 
hand  surgery.  Rather  we  chose  to  assemble  lead- 
ing hand  surgeons  and  have  them  present  their 
current  management  of  a variety  of  difficult  clini- 
cal problems.” 

Richard  P.  Sexton,  m.d. 


DERMAQUIZ  ANSWER 

(See  Page  355) 

Le't,  Lingua  scrotalis,  a congenital  anomaly. 
Right,  Verrucous  leukoplakia  (leukokeratosis)  going 
on  for  years  without  showing  signs  of  malignancy. 

E.  P.  Anthony,  Inc. 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 

GAspee  1-2512 

Pharmacy  License  No.  225 
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TRANSNASAL  FIBEROPTIC 
BRONCHOSCOPY 

(Concluded  from  Page  352) 
ia.  Significant  arrythmias  are  common13.  Anes- 
thetic complications  are  frequently  of  grave  im- 
portance and  may  be  fatal14. 

In  our  series  of  flexible  fiberoptic  bronchoscopies 
there  have  been  no  significant  complications.  One 
patient  who  had  a tumor  of  the  pediolus  with  ob- 
struction to  his  glottis  developed  mild  transient 
laryngospasm.  Transient  nasal  irritation  has  oc- 
curred, but  has  not  persisted  for  more  than  a few 
hours  and  has  never  required  treatment. 

SUMMARY 

The  availability  of  a flexible  fiberoptic  broncho- 
scope has  made  it  possible  to  develop  a technique 
for  transnasal  bronchoscopy  which  can  be  per- 
formed easily  under  local  anesthesia.  The  instru- 
ment provides  excellent  visualization  of  all  seg- 
mental and  most  subsegmental  orifices.  In  550 
bronchoscopies  no  significant  complications  have 
been  encountered.  In  addition  to  its  diagnostic 
uses,  it  has  been  found  safe  and  practical  to  per- 
form repeated  fiberoptic  bronchoscopies  for  re- 
moval of  plugs  and  secretions  from  the  tracheo- 
bronchial tree  in  patients  with  respiratory  failure. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anu  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
corn  ulsant  medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  caref  ully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  savin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy.  6 5 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
bdd.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  ok 
debilitated  patients:  2 to  2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
lel-E-Dose®  packages  of  1000. 
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Should  old  depressives  be  forgot? 


he  geriatric  depressive. 

Unable  to  concentrate  he  tends 
i take  little  interest  in  the  affairs 
ound  him.  His  reactions  are  slow 
id  delayed.  He  speaks  very  little, 
hen  he  does,  it's  mostly  to  com- 
ain  of  his  insomnia,  fatigue,  or 
>nstipation. 


One  way  of  relieving  depres- 
sion in  the  geriatric  patient  is  with 
Tbfranil. 


Please  read  the  prescribing  information  for  details 
of  usage  (lower  dosages  are  recommended  for  elderly 
patients  and  adolescents),  precautions,  warnings, 
contraindications,  adverse  experiences,  and  dosage 
recommendations.  It  is  summarized  below. 


TofraniF  Geigy 

imipramine  hydrochloride  usp 


ranil  imipramine  hydrochloride  USP 

itraindications:  The  concomitant  use  of  this  agent 
monoamine  oxidase  inhibiting  ( M.A.O.I. ) com- 
nds  is  contraindicated.  Hvperpyretie  crises  or 
ere  convulsive  seizures  may  occur.  Potentiation  of 
erse  effects  can  be  serious  or  even  fatal.  An  interval 
t least  14  days  after  M.A.O.I  therapy  has  been 
ontinued  should  be  allowed  before  this  drug  may 
ubstituted.  Initial  dosage  should  be  low,  increases 
uld  be  gradual,  and  the  patient's  progress  should 
arefully  observed.  The  drug  is  also  contraindicated 
luring  the  acute  recovery  period  after  myocardial 
rction.  (b)  in  patients  with  known  hypersen- 
dtv  to  the  drug.  Cross-sensitivity  to  other  dibenz- 
oine  compounds  should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of 
iramine  during  pregnancy  and  lactation  has  not 
a established:  therefore,  in  administering  the  drug 
regnant  patients,  nursing  mothers,  or  women  of 
dbearing  potential,  the  potential  benefits  must  be 
'hed  against  the  possible  hazards.  Animal  repro- 
tion  studies  have  yielded  inconclusive  results, 
re  have  been  clinical  reports  of  congenital  mal- 
nation  associated  with  the  use  of  this  drug,  but  a 
,al  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug 
ven  to: 

atients  wit  h cardiovascular  disease  because  of  the 
assibility  of  conduction  defects,  arrhythmias, 
ivocardial  infarction,  strokes  and  tachycardia; 
itientswith  increased  intraocular  pressure,  history 
urinary  retention,  or  history  of  narrow-angle 
aucoma  because  of  the  drug's  anticholinergic 
operties; 

vperthvToid  patients  or  those  on  thyroid  medica- 
on  because  of  the  possibility  of  cardiovascular 

ixicitv: 

ttients  with  a history  of  seizure  disorder  because 
tis  drug  has  been  shown  to  lower  the  seizure 

ireshold : 

itients  receiving  guanethidine  or  similar  agents 
nee  imipramine  may  block  the  pharmacologic 
fects  of  these  drugs. 

Usage  in  Children:  Pending  evaluation  of  results 
i clinical  trials  in  children,  the  drug  is  not  recom- 
ded  for  use  in  patients  under  twelve  years  of  age. 
Since  the  drug  may  impair  the  mental  and/or 


physical  abilities  required  for  the  performance  of 
potentially  hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient  should  be 
cautioned  accordingly. 

Precautions:  Because  of  the  possibility  of  suicide 
in  seriously  depressed  patients,  careful  supervision 
during  the  early  phase  of  treatment  is  necessary  and 
hospitalization  may  be  required.  Prescriptions  should 
be  written  for  the  smallest  amount  feasible. 

Hvpomanic  or  manic  episodes  may  occur,  partic- 
ularly in  patients  with  cyclic  disorders.  Such  reactions 
may  necessitate  discontinuation  of  the  drug.  If  needed, 
imipramine  may  be  resumed  in  lower  dosage  when 
these  episodes  are  relieved.  Administration  of  a tran- 
quilizer may  be  useful  in  controlling  such  episodes. 

Prior  to  elective  surgery,  imipramine  should  be 
discontinued  for  as  long  as  the  clinical  situation  will 
allow. 

An  activation  of  the  psychosis  may  occasionally 
be  observed  in  schizophrenic  patients  and  may  re- 
quire reduction  of  dosage  and  the  addition  of  a 
phenothiazine. 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including  anti- 
parkinsonism agents)  in  addition,  the  atropine-like 
effects  may  become  more  pronounced  (e.g.  paralytic 
ileus).  Close  supervision  and  careful  adjustment  of 
dosage  is  required  when  this  drug  is  administered 
concomitantly  with  anticholinergic  or  sympathomi- 
metic drugs. 

Patients  should  be  warned  that  the  concomitant 
use  of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  hazards;  such 
treatment  should  be  limited  to  those  patients  for  whom 
it  is  essential. 

Adverse  Reactions:  Cardiovascular:  Hypoten- 
sion. hypertension,  tachycardia,  palpitation,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke, 
falls. 

Psychiatric:  Confusional  states  (especially  in  the 
elderly)  with  hallucinations,  disorientation,  delu- 
sions: anxiety,  restlessness,  agitation;  insomnia  and 
nightmares:  hvpomania:  exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthesias 


of  extremities;  incoordination,  ataxia,  tremors: 
peripheral  neuropathy;  extrapyramidal  symptoms; 
seizures,  alterations  in  EEG  patterns:  tinnitus. 

Anticholinergic:  Dry  mouth,  and.  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  disturbances 
of  accommodation,  mydriasis;  constipation,  paralytic 
ileus:  urinary  retention,  delayed  micturition,  dilation 
of  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae.  urticaria,  itching, 
photosensitization  (av  oid  excessive  exposure  to  sun- 
light): edema  (general  or  of  face  and  tongue),  drug 
fever,  cross-sensitivitv  with  desipramine. 

Hematologic:  Bone  marrow  depression  in- 
cluding agranulocytosis;  eosinophilia:  purpura: 
thrombocytopenia.  Leukocyte  and  differential  counts 
should  be  performed  in  any  patient  who  develops  fever 
and  sore  throat  during  therapy:  the  drug  should  be 
discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  vomiting,  anorexia, 
epigastriedistress.  diarrhea:  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue. 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female;  in- 
creased or  decreased  libido,  impotence;  testicular 
swelling;  elevation  or  depression  of  blood  sugar 
levels. 

Other:  Jaundice  (simulating obstructive);  altered 
liver  function:  weight  gain  or  loss;  perspiration;  flush- 
ing; urinary  frequency;  drowsiness,  dizziness,  weak- 
ness and  fatigue:  headache;  parotid  swelling:  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment  after  pro- 
longed therapy  may  produce  nausea,  headache  ar.d 
malaise. 

How  Supplied:  Round  tablets  of  25  and  50  mg.; 
triangular  tablets  of  10  mg.  for  geriatric  and  ado- 
lescent use;  and  ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration.  (B)98-14(i-850-H  (7/71) 

For  complete  details,  including  dosage,  please  refer 
to  the  full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GE1GY  Corporation 

Ardslev.  New  York  10502  TO  8575 


if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topical  # 
that  gives  your  patient- 


abroad  antibacterial  activity  against 
susceptible  skin  invaders 
n lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosponn  Ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is® 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components.  M 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  January  10,  1973 


HEMORRHAGIC  SHOCK 

Henry  T.  Randall,  M.D. 

Surgeon-in-Chief,  Rhode  Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 

1:00  p.m. 


Monday,  January  15,  1973 

ANNUAL  GERBER  ORATION  Miriam  Hospital 

PROSPECTS  FOR  GENETIC  DISEASE  CONTROL  Sopkin  Auditorium 

Alfred  G.  Knudson,  Jr.,  M.D.,  Ph.D.  8:00  p.m. 

Dean,  University  of  Texas  Graduate  School  of  Bio- 
medical Sciences 


Wednesday,  January  17,  1973 

AN  APPROACH  TO  CHEMOTHERAPY 
Louis  A.  Leone,  M.D. 

Director,  Department  of  Cancer  Research,  Rhode 
Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.m. 


Wednesday,  January  24,  1973 


MANAGEMENT  OF  ACUTE  ARTHROPATHIES 
Sheldon  D.  Kaplan,  M.D. 

Medical  Staff,  Rhode  Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1:00  p.m. 


Professional  Societies  and  Associations  planning  meetings  to  be  held  at  Brown  Uni- 
versity or  in  any  of  its  affiliated  hospitals  a re  invited  to  send  their  meeting  announce- 
ments to  the  Brown  University  Medical  Events  Calendar,  Box  G,  Providence,  Rhode 
Island  02912  at  least  six  weeks  in  advance. 


t 


t 


jitin  ^Jo  -^Ittend 

THE  ANNUAL  GERBER  ORATION 

"Prospects  for  Genetic  Disease 

Control" 

Alfred  G.  Knudson,  Jr.,  M.D.,  Ph.D. 

Dean,  University  of  Texas 
Graduate  School  of  Bio-Medical  Sciences 

MONDAY,  JANUARY  15,  1973 

Miriam  Hospital,  Sopkin  Auditorium 

8:00  p.m. 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


ji 


This  column  is  intended  as  a channel  for  information  in  medical  education 
that  may  affect  the  practicing  professional  community  of  Rhode  Island  and  as  a 
place  to  describe  current  and  future  plans  for  the  Brown  Program  of  Medical 
Education.  The  Editors. 


BROWN  M.  D.  PROGRAM  RECEIVES  ACCREDITATION 


At  its  meeting  on  October  25,  1972,  the  Liaison 
Committee  on  Medical  Education,  which  repre- 
sents the  Association  of  American  Medical  Colleges 
and  the  Council  on  Medical  Education  of  the 
American  Medical  Association,  granted  continued 
full  accreditation  to  the  basic  science  component 
of  Brown  University's  Program  in  Medical  Edu- 
cation for  an  entering  class  of  60  students,  and 
provisional  accreditation  to  its  proposed  program 
leading  to  the  granting  of  the  M.D.  degree.  A 
later  survey  once  the  clinical  program  is  underway 
shall  be  legally  reguired  for  full  accreditation  of 
the  M.D.  program.  This  survey  is  now  scheduled 
to  occur  during  the  academic  year  1974-75,  shortly 
before  the  first  class  of  Brown  students  receives  the 
M.D.  degree. 

In  a letter  to  the  U.S.  Commissioner  of  Educa- 
tion, the  Liaison  Committee  stated  that  there  is 
“reasonable  assurance  that  the  Brown  LTniversity 
Program  in  Medical  Education  will  have  a fully 
accreditated  program  leading  to  the  M.D.  degree 
by  the  time  the  first  class  is  graduated." 

This  action,  which  is  based  on  the  report  of  a 
national  team  that  surveyed  the  Brown  program 
in  August  1972,  represents  approval  of  the  exten- 
sion of  that  program  from  a school  of  basic  medi- 
cal sciences  into  a full  medical  school.  A few  as- 
pects of  this  decision  are  of  notable  interest: 

1)  The  Liaison  Committee  granted  accredita- 
tion for  an  entering  class  of  60  students,  10  more 
than  had  been  anticipated  in  our  local  planning. 
After  inspecting  the  teaching  facilities  the  survey 
team  concluded  that  60  students  can  be  accommo- 
dated in  each  medical  school  class  with  relatively 


minor  alterations.  It  found  that  the  group  of  affili- 
ated hospitals  represents  a “an  unusually  rich  re- 
source for  the  development  of  a strong  program  in 
clinical  medical  education  and  research.  A union 
of  all  efforts  could  result  in  development  of  a su- 
perior program  among  the  nation's  best."  Accre- 
ditation with  a student  enrollment  in  the  clinical 
years  higher  than  that  initially  projected  is  a rare 
occurrence  in  American  medical  education.  Indeed, 
other  schools  in  the  Northeast  undergoing  the  same 
conversion  process  as  Brown  have  been  authorized 
to  proceed  to  the  M.D.  degree  with  only  a fraction 
of  their  entering  class. 

2)  The  accrediting  body  expects  that  Brown 
will  proceed  immediately  with  the  implementation 
of  the  M.D.  program.  In  keeping  with  the  recom- 
mended timetable,  current  medical  school  “sopho- 
mores” (fifth  year  in  the  current  Brown  M.M.S. 
program)  will  progress  to  clinical  clerkships  in  the 
summer  or  fall  of  1973,  and  obtain  their  M.D. 
degree  in  June  1975.  The  students  in  the  terminal 
year  of  the  Master  of  Medical  Sciences  Program, 
who  would  normally  transfer  to  another  medical 
school  in  September  1973,  may  well  stay  in  Rhode 
Island  and  start  their  clinical  training  in  the 
spring  of  1973.  Obviously  much  remains  to  be 
done  in  terms  of  planning  and  organization,  not  to 
mention  financial  resources.  However,  with  the  en- 
thusiastic collaboration  of  all,  it  now  appears  that 
the  eclipse  of  medical  education  in  Rhode  Island, 
wh’.ch  started  in  1827  when  Brown  “temporarily 
suspended”  its  first  medical  school,  will  have  lasted 
less  than  150  years. 

Pierre  M.  Galletti.  M.D.,  Ph.D. 

November  28,  1972 


PHYSICIAN  MEETING  JAN.  31 

The  Rhode  Island  Chapter  of  the  American 
College  of  Physicians  will  meet  jointly  with 
the  Rhode  Island  Society  of  Internal  Medicine 
at  the  Agawam  Hunt  Club  in  Rumford  on 
Wednesday,  January  31,  1973.  It  will  be  a 
dinner-meeting  and  complete  details  will  be 
announced  to  interested  physicians  early  in 
January.  Save  the  date! 


New  Nursing  Consultant  Service 
Available  To  Physicians 

OUR  SERVICES  PROVIDE: 

1.  Nursing  consultation  and  assessment; 

2.  Specific  nursing  care  plan  for  patient/family  to 
follow; 

3.  Follow-up  visits  into  the  home  to  see  that  the  nursing 
plan  is  being  properly  implemented; 

4.  Teaching  pre-op  and  post-op  care  to  be  done  at 
home; 

5.  Teaching  member  of  patient's  family  to  care  for  ill 
member  when  the  family  is  unable  to  hire  or  afford 
a professional  or  lay  person  to  assist  in  nursing 
care  at  home; 

6.  Nursing  consultation  on  any  nursing  problem; 

7.  Assistance  to  physician  by  helping  his  patient  to 
cope  with  his  health  problem. 

Call  or  write:  Nursing  Consultant's,  Inc. 

154  Waterman  Street 
Providence,  R.l.  02906 
274-2050  or  272-2051 

Office  hours:  Mon.-Fri.  9 a.m.  to  5 p.m. 

by  appointment  only 

We  are  completely  covered  by  Corporate  Nursing 
Malpractice  Insurance 

Rita  E.  Rafferty,  R.N.,  B.S.,  M.A 

President  and  Treasurer 

Jean  Phillips  Corner,  R.N. 

Vice  President  and  Secretary 


PRIMARY  CARE  PHYSICIANS 

Internists,  Pediatricians,  Obstetrician/Gyne- 
cologists and  Family  Practitioners  — are  being 
sought  by  an  existing  health  services  program, 
which  is  developing  into  a comprehensive,  pre- 
paid program.  A basically  low-income  popula- 
tion is  being  served  in  a medium  size  East 
Coast  city.  An  existing  patient  base,  a city- 
wide network  of  new  health  care  centers  and 
an  innovative  approach  to  services  delivery 
problems  make  this  an  unusually  attractive 
opportunity.  Salary  and  fringe  benefits  com- 
petitive. An  equal  opportunity  employer. 

Respond,  in  confidence,  care  of 
Box  HPC 


Peripatetics 

J.  D.  KEITH  PALMER,  Director  of  the  Divi- 
sion of  Physical  and  Rehabilitative  Medicine,  re- 
cently presented  a paper  entitled  “Architectural 
Barriers  Legislation  - — An  Assistive  Device  on  a 
Large  Scale”  at  the  VI  International  Congress  of 
Physical  Medicine,  held  in  Barcelona,  Spain. 

* * * 

HENRY  L.  LITCHMAN  of  Providence  has 
been  elected  President  of  the  Rhode  Island  Ortho- 
pedic Society  for  1972-1974.  Other  officers  elected 
are:  KENNETH  C.  KNOWLES  of  Cranston,  vice- 
president;  and  HOWARD  S.  BROWNE,  JR.,  of 
Newport,  secretary-treasurer.  Named  members  at 
large  of  the  executive  committee  are:  RALPH  F. 
PIKE  and  EDWARD  SPINDELL,  both  of  Provi- 
dence, and  Doctor  Knowles. 

* * * 

CHARLES  P.  SHOEMAKER,  JR.,  JOSEPH 
BLUMEN,  ALAN  I.  JOSEPHSON,  JOHN  D. 
PITTS,  PAUL  T.  WELCH,  and  PETER  B. 
BAUTE  were  recently  inducted  as  new  Fellows 
(members)  of  the  American  College  of  Surgeons 
during  its  annual  five-day  Clinical  Congress. 

* * * 

D.  RICHARD  BA  RON  I AN,  JOHN  D.  PINTO, 
and  RAYMOND  E.  MOFFITT  were  delegates  to 
the  recent  meeting  of  the  American  Society  of 
Internal  Medicine  held  at  Las  Vegas.  Doctor  Mof- 
fitt  was  named  Chairman  of  the  Society's  com- 
mittee on  labor  management  operating  under  the 
Section  on  Health  Insurance  benefits. 

* * * 

IRVING  GILSON  and  LYDIA  JASA  have  re- 
cently been  certified  by  the  American  Board  of 
Internal  Medicine.  Doctor  Gilson  is  chief  of  medi- 
cine at  St.  Joseph’s  Hospital. 

=K  * * 

PATRICIA  FARNES,  hematologist  in  the  De- 
partment of  Pathology  and  assistant  professor  of 
medicine  at  Brown  University,  was  a visiting  spe- 
cialist at  the  CARE-MEDICO  sponsored  Avicenna 
Hospital  in  Kabul.  Afghanistan.  Doctor  Fames 
conducted  teaching  rounds  and  hematology  con- 
ferences for  medical  residents  in  the  country  and 
in  cooperation  with  another  hematologist  has  be- 
gun some  investigations  on  blood  diseases  in 
Afghanistan. 
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Now  there’s 
an  important 

difference  in 

acetaminophens. 

A Dollar! 


It’s  the  dollar  your  patients  can 
save  on  VALADOL®  Tablets 
100’s  compared  with  the 
largest  selling  brand  of 
acetaminophen*. 


Now  that  SQUIBB  has 
reduced  the  cost  of 
VALADOL,  you  can 
recommend  a quality 
non-aspirin  pain  reliever 
that  can  relieve  the  pain 
in  the  pocketbook,  too. 


New  low  prices  from 
SQUIBB  also  avail- 
able on  VALADOL 
Chewable  Tablets, 
Liquid  with 
Flexidose® 

Spoon** 


*Based  on  SQUIBB  suggested  retail  price  for  100’s 
and  the  suggested  retail  price  of  the  largest  selling 
brand  of  acetaminophen. 

**Supplied  by  SQUIBB  with  each  package  of 
VALADOL  Liquid. 


SQUIBB* 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


©1972  E.  R.  Squibb  & Sons,  Inc.  072-037 


Hie 

antibiotic 

of  first 

resort... 


In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  Injectable  may  be  considered  as  initial 

• Effectiveness  against 

the  nosocomial  problem  pathogens  of  the  1970’s 

• Proven  clinical  effectiveness 

• Risk  of  toxic  reactions  is  low  in  patients  with 
normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended 

• Effective  against  pathogens  resistant  to  many 
commonly  used  antibiotics 

• Versatility  and  convenience  of  administration 


Garamyci 

gentamicin  I injectable 

sulfate 

injection 


LM./I.' 


Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


See  Clinical  Considerations  section  which  follows... 


The  antibiotic  to  start  with,  i 

*In  suspected  or  documented  gram-negative  sepsis  due  to  susceptible 
organisms,  Garamycin  Injectable  may  be  considered  as  initial  therapy.  The 
decision  to  continue  therapy  with  this  drug  should  be  based  on  the  results  of 
susceptibility  tests,  the  severity  of  the  infection,  and  the  important  concepts 
contained  in  the  Warning  Box  below. 


An  indispensable  Proven 

spectrum  for  today  “ clinical  efficacy ' 4 “ 


Garamycin  Injectable  offers  a high 
probability  of  effectiveness  against  virtually 
all  of  the  gram-negative  pathogens  which 
are  a growing  cause  of  clinical  concern. 
Garamycin  Injectable  has  also  demonstrated 
striking  activity  against  Proteus  species, 
both  indole-positive  and  indole-negative.2 


Garamycin  Injectable  may  be  lifesaving 
in  septicemia . . . may  give  a dramatic 
response  in  wounds  and  burns  complicated 
by  sepsis.  Garamycin  Injectable  has  also 
demonstrated  outstanding  results  in  serious 
gram-negative  infections  other  than  sepsis, 
such  as  serious  respiratory  infections  and 
selected  urinary  tract  infections.  To  date, 
Garamycin  Injectable  has  been  the  subject 
of  more  than  1 ,500  published  papers  and 
1 2 international  symposia. 


WARNING:  Patients  treated  with 
Garamycin  Injectable  should  be  under 
close  clinical  observation  because  of  th< 
potential  toxicity  associated  with  the 
use  of  this  drug. 

Ototoxicity,  both  vestibular  and 
auditory,  can  occur  in  patients,  primari 
those  with  pre-existing  renal  damage, 
treated  with  Garamycin  Injectable, 
usually  for  longer  periods  or  with  hight 
doses  than  recommended. 

Garamycin  Injectable  is  potentially 


Note:  The  photomicrographs 
of  gram-negative  organisms 
reproduced  here  were  obtained 
by  a relatively  new  process 
employing  a scanning  beam 
electron  microscope.  The 
pathogens  represented  are 
Klebsiella  pneumoniae, 
Escherichia  coli,  and  Proteus 
tnirabilis.  The  colors 
shown  here  are  an  artist’s 
representation.  The 
magnification  is  10,000X. 


The  antibiotic  to  stay  with* 
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A high  degree  of 
sensitivity  maintained 

Bacterial  resistance  to  Garamycin 
Injectable  has  not  been  a problem  to  date. 
In  the  laboratory,  resistance  has  been 
demonstrated  to  develop  slowly  in 
stepwise  fashion.  No  one-step  mutations  to 
high  resistance  have  been  reported.  One 
investigator  noted:  “In  the  experience  so 
far  with  [gentamicin],  which  is  7 or  8 
years,  in  centers  where  it’s  been  restricted 
to  parenteral  use,  resistance  has  not 
appreciably  changed.’’14  Another  authority 
“. . . found  very  little  emergence  of 
resistance”  during  eight  years  of  use.15 
In  a survey  of  published  studies  on 
resistance  to  gentamicin,  Weinstein  and 
co-workers16  report  little  change  in 
bacterial  sensitivity  since  1963  in  the 
percentage  of  sensitive  strains.  In  vitro 
sensitivity  was  determined  in  all  cases  by 

the  tube- 
dilution 
method. 


Relatively  low  incidence 
of  adverse  reactions  " 

As  with  certain  other  aminoglycoside 
antibiotics,  ototoxicity  (primarily 
vestibular  with  gentamicin)  and  potential 
nephrotoxicity  are  risks  of  therapy. 

Adverse  effects  on  both  vestibular  and 
auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage 
and/or  prolonged  therapy. 

In  contrast  to  kanamycin,  neomycin,  and 
streptomycin,  which  primarily  cause 
deafness  or  difficulties  in  the  auditory  end 
organs  of  the  eighth  nerve,  gentamicin 
primarily  causes  labyrinthian  dysfunction. 
This  dysfunction,  manifested  by  dizziness 
(not  deafness)  has,  in  most  cases,  been 
transitory. 

As  to  nephrotoxicity,  according  to 
Finland,3  ‘‘as  in  the  case  of  kanamycin,  the 
nephrotoxicity  was  found  to  be  largely 
‘potential,’  and  very  little  if  any  has  been 
encountered  except  with  obviously 
excessive  doses  or  in  patients  with  already 
damaged  kidneys.” 
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Garamyan 

gentamicin  I mjectabi 
sulfate 
injection 


I.M./I.V. 


Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


ephrotoxic,  and  this  should  be  kept  in 
lind  when  it  is  used  in  patients  with 
re-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
unction  is  recommended  during  therapy 
f patients  with  known  impairment  of 
enal  function.  This  testing  is  also 
ecommended  in  patients  with  normal 
enal  function  at  onset  of  therapy  who 
develop  evidence  of  nitrogen  retention 
increasing  BUN,  NPN,  creatinine  or 
liguria).  Evidence  of  ototoxicity  requires 


dosage  adjustments  or  discontinuance  of 
the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be 
monitored  when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin, 


cephaloridine,  viomycin,  polymyxin  B, 
and  polymyxin  E (colistin),  should  be 
avoided. 

The  concurrent  use  of  gentamicin 
with  potent  diuretics  should  be  avoided, 
since  certain  diuretics  by  themselves  may 
cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may 
cause  a rise  in  gentamicin  serum  level 
and  potentiate  neurotoxicity. 

Usage  in  Pregnancy:  Safety  for  use  in 
pregnancy  has  not  been  established. 


See  Clinical  Considerations  section  which  follows. 


When  preculture  signs  point  to 
gram-negative  sepsis... 

Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
For  Parenteral  Administration 

WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and  pro- 
longed concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  viomycin, 
polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity.  In 
addition,  when  administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and  soft 
tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
“Warning  Box.”  In  the  neonate  with  suspected  sepsis  or  staphylococ- 
cal pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  (See  “Warning  Box.”) 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg./kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 
organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note.-  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  include 


increased  serum  transaminase  (SGOT,  SGPT), 
increased  serum  bilirubin,  transient  hepatomegaly, 
decreased  serum  calcium;  splenomegaly,  anemia, 
increased  and  decreased  reticulocyte  counts,  granulocytopenia,  thrombo 
cytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized  burning, 
joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased  saliva- 
tion, lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibrosis, 
hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given  intra- 
muscularly or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  patients 
with  serious  infections  and  normal  renal  function  is  3 mg./kg./day,  admin- 
istered in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 
usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg./kg./day 
may  be  administered  in  three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg./kg./day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe  burns, 
or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 


GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the  rec- 
ommended route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033. 

References:  1.  Cox,  C.  E.:  Gentamicin,  M.  Clin.  North  America  54:1305,  1970.  2. 
Hoeprich,  P.  D.:  New  antimicrobics  for  the  treatment  of  infections  caused  by 
gram-negative  bacilli,  M.  Clin.  North  America  51:1127,  1967.  3.  Finland,  M.:  The 
symposium  on  gentamicin,  J.  Infect.  Dis.  119:537,  1969.  4.  Brayton,  R.  G.,  and 
Louria,  D.  B.:  Gentamicin  in  gram-negative  urinary  and  pulmonary  infections,  Arch. 
Int.  Med.  114:205,  1964.  5.  Louria,  D.  B.;  Young,  L.;  Armstrong,  D.,  and  Smith, 
J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infections,  J.  Infect.  Dis.  119:483, 

1969.  6.  Cox,  C.  E.:  Gentamicin,  a new  aminoglycoside  antibiotic:  Clinical  and 
laboratory  studies  in  urinary  tract  infection,  J.  Infect.  Dis.  119:486,  1969.  7. 
Cox,  C.  E.,  and  Harrison,  L.  H.:  Gram-negative  bacteremia  and  comparison  of 
gentamicin  and  polymyxin  B-kanamycin  therapy.  Presented  at  the  Annual  Meet- 
ing of  the  American  Urological  Association,  Philadelphia,  Pennsylvania,  May  10-14, 

1970.  8.  Groll,  E.:  Clinical  experience  with  gentamicin,  data  from  12  German  clin- 

ics, in  Gentamicin:  First  International  Symposium,  Paris,  January  1967,  Lucerne, 
Essex  Chemie  AG,  1967,  p.  121.  9.  Jackson,  G.  G.:  Laboratory  and  clinical  in- 
vestigation of  gentamicin,  ibid.,  p.  62.  10.  Medeiros,  A.  E.:  Discussion,  J.  Infect. 
Dis.  119:533,  1969.  11.  Polk,  H.:  Discussion,  J.  Infect.  Dis.  119:529,  1969.  12. 
McCracken,  G.  H.,  Jr.,  and  Jones,  L.  G.:  Gentamicin  in  the  neonatal  period,  Am.  J. 
Dis.  Child.  120:524,  1970.  13.  Nunnery,  A.  W.,  and  Riley,  H.  D.,  Jr.:  Gentamicin: 
Clinical  and  laboratory  studies  in  infants  and  children,  J.  Infect.  Dis.  119:460, 
1969.  14.  Jackson,  G.  G.:  Highlights  of  a Symposium  on  Gentamicin,  a filmed  panel 
discussion  summarizing  a symposium  on  gentamicin,  University  of  California 
School  of  Medicine,  Los  Angeles,  January  26,  1971.  15.  Cox,  C.  E.,  ibid.  16.  Wein- 
stein, M.  J.;  Drube,  C.  G.;  Moss,  E.  L.,  Jr.,  and  Waitz,  J.  A.:  Microbiologic  studies 
related  to  bacterial  resistance  to  gentamicin,  J.  Infect.  Dis.  124:S11,  1971.  17. 
Arcieri,  G.  M.;  Falco,  F.  G.;  Smith,  H.  M.,  and  Hobson,  L.  B.:  Clinical  research 
experience  with  gentamicin:  Incidence  of  adverse  reactions,  Supplement  to  the 
Medical  Journal  of  Australia,  June  13,  1970.  SLR  0,s 


Get  the  24-hour  head  start  with 


gentamicin 
sulfate 
injection 


injectable 
HM/I.V.I 

Each  cc.  contains  gentamicin 
sulfate  equivalent  to  40  mg. 
gentamicin 


HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


Attractive  8 Functional  Offices 


Division  of  National  Office  Supply  Co. 


□ o □ 


Designers  8 Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


December,  1972 


365 
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Conducted  by  Francesco  Ronchese,  M.D. 


At  left,  a verrucous,  pigmented  nodule,  congenital. 

At  right,  a ring-shaped  nodule  of  two  years  duration,  and  a broken  down  center. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.'’ 

— George  Sarton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art  ” 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription— which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  w'hich  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  deal 
of  money.  I wish  we  could 
agree  on  a “grandfatheil 
clause”  approach  to  prepa 
rations  that  have  been  in  use 
for  a number  of  years  and 
that  have  an  apparently 
satisfactory  track  record. 

For  example,  I think 
some  of  the  antibiotic  com- 
binations that  were  taken 
off  the  market  hv  the  FDA 
performed  quite  well.  I am 
thinking  particularly  of 
penicillin  - streptomycin 
combinations  that  patient? 

— especially  surgical  pa- 
tients—were  given  in  one; 
injection.  This  made  foi  t 
less  discomfort  for  the  pa-  | 
tient,  less  demand  on 
nurses’  time,  and  fewer  - 
opportunities  for  dosage!  * 
errors.  To  take  such  a . 
preparation  off  the  market  , 
doesn’t  seem  to  be  good  , 
medicine,  unless  actual  us- 
age showed  a great  deal  of  ; 
harm  from  the  injections 
(rather  than  the  proper 
use)  of  the  combination. 

The  point  that  should  be  j 
emphasized  is  that  there  : 
are  both  rational  and  irra-  c 
tional  combinations.  The  g 
real  question  is,  who  should  j( 
determine  which  is  which?  j[ 
Obviously,  the  FDA  must  J 
play  a major  role  in  mak-  || 
ing  this  determination.  In  J 
fact,  I don’t  think  it  can  3 
avoid  taking  the  ultimate  j 
responsibility,  but  it  should  i( 
enlist  the  help  of  outside  - 
physicians  and  experts  in  t, 
assessing  the  evidence  and  0: 
in  making  the  ultimate  de-  tl 
cision.  \\ 
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II  two  medications  are 
used  effectively  to  treat  a 
certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
3 and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  he 
j prescribed  separately.  To 
(avoid  the  appearance  of 
pedantry,  the  “expert”  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert" 
invokes  the  concept  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose” 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  G^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


mi. 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 
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Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
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Suburbanization  Of  Private  Practice 
Has  Not  Kept  Pace  With  Suburbaniza- 
tion Of  The  General  Population 


By  Robert  J.  Sullivan 

One  of  the  outstanding  aspects  of  change  in  the 
American  landscape  is  the  degree  to  which  de- 
centralization became  a dominant  characteristic  of 
urban  development  after  World  War  II.  As  the 
automobile  became  the  common  mode  of  trans- 
portation, all  but  the  poorest  members  of  our 
society  were  freed  from  many  of  the  locational 
restrictions  which  transportation  limitations  had 
previously  imposed.  The  new  mobility  made  it 
possible  to  reside  in  the  countryside  beyond  the 
crowded  core  city  while  maintaining  daily  con- 
tacts with  the  city.  The  countryside  became  su- 
burbia as  the  outward  migration  from  the  central 
city  accelerated.  In  population,  retail  trade,  manu- 
facturing, and  various  other  factors,  the  core  cities 
tended  to  stagnate  or  decline  as  the  suburbs  grew. 

Rhode  Island  has  followed  the  national  trends 
in  mobility  and  suburbanization.  Between  1950 
and  1965  the  number  of  passenger  cars  registered 
in  the  state  rose  from  194,423  to  334,092.  It  was 
during  this  period  that  the  location  of  new  busi- 
ness and  professional  enterprises  came  to  be  in- 
fluenced by  the  assumption  that  practically  every- 
one had  access  to  an  automobile.  Within  the  same 
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time  span,  the  suburbs  of  Rhode  Island  replaced 
the  central  cities  as  the  predominant  abode  of 
the  state’s  population1. 

The  suburban  movement  which  caused  major 
spatial  reorientations  between  1950  and  1965  did 
not  affect  all  interests  in  the  same  manner.  Geo- 
graphic change  in  medical  services  is  at  variance 
to  the  general  suburban  trend.  For  example,  hos- 
pital facilities  of  Rhode  Island  have  tended  to 
grow  more  as  a result  of  the  expansion  of  existing 
plants  in  the  old  core  cities  than  as  a result  of 
new  hospitals  being  established  in  the  suburbs2. 
Practical  economics  and  increased  complexity  of 
hospital  services  encouraged  this  trend  while  im- 
provements in  highway  transportation  made  such 
growth  feasible  despite  population  shifts. 

Apart  from  influencing  hospital  services,  the 
proliferation  of  the  automobile  and  advances  in 
medical  science  widened  the  gap  in  efficiency  be- 
tween the  house  call  and  the  office  visit  as  modes 
of  patient-doctor  contact.  The  changing  conditions 
have  affected  the  pattern  of  distribution  of  private 
medical  practices  in  Rhode  Island3.  The  purpose 
of  this  paper  is  to  report  on  locational  changes  in 
private  medical  practices  which  occurred  between 
1950  and  1965  as  the  population  majority  shifted 
from  the  core  cities  to  the  suburbs. 

POPULATION  DISTRIBUTION 

The  earliest  settlements  of  Rhode  Island  were 
oriented  to  Narragansett  Bay.  During  the  decades 
(Continued  on  Next  Page) 
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century  until  World  War  I,  population  growth 
was  greatest  in  the  upper  bay  region  and  in  the 
Blackstone  Valley.  In  more  recent  years  during 
which  suburbanization  rather  than  industrializa- 
tion has  been  the  chief  factor  governing  change 
in  population  distribution,  growth  has  continued 
to  be  concentrated  along  the  Xarragansett  Bay- 
Blackstone  Valley  axis.  In  response  to  a growing 
scarcity  of  desirable  residential  sites  in  the  vicinity 
of  the  axis,  suburban  development  has  begun  re- 
cently in  the  western  part  of  the  state. 

In  1965  the  population  of  Rhode  Island  num- 
bered 892, 7094  and  the  density  for  the  state  was 
744  people  per  square  mile.  As  indicated  above, 
nearly  all  of  the  population  is  concentrated  in  the 
eastern  portion  of  the  state  (Map  1).  The  Rhode 
Island  portion  of  the  Providence-Pawtucket-War- 
wick  Standard  Metropolitan  Statistical  Area 
(SMSA)  contained  84.7  per  cent  of  the  state’s 
population  in  1965  (Map  2). 5 

Between  1950  and  1965  Rhode  Island  experi- 
enced a population  increase  of  12.7  per  cent6  com- 
pared to  a national  increase  of  2 7.8  per  cent  for 
the  same  period.7  Although  the  state’s  growth  was 
atypically  low,  the  geographic  pattern  of  popula- 
tion change  in  Rhode  Island  conformed  to  that 
of  the  nation  as  a whole.  Here  as  in  most  of  the 
country  the  old  centrally  located  cities  have  de- 


communities and  favorably  located  rural  areas 
have  grown  very  rapidly  by  the  process  of  subur- 
banization. 

Six  municipalities  declined  in  population  during 
the  fifteen  year  period.  This  group  included  the 
three  principal  regional  centers  of  the  state  — 
Providence,  Woonsocket,  and  Newport.8  In  addi- 
tion, the  old  satellite  cities  of  Pawtucket  and 
Central  Falls  declined  as  did  rural  New  Shoreham 
(Block  Island).  The  growth  in  the  remaining 
thirty-three  municipalities  of  the  state  was  gen- 
erally suburban  in  character.  Most  recently  this 
growth  has  been  concentrated  in  newer  suburban 
municipalities  of  the  state,  none  of  which  is  con- 
tiguous to  Providence.  The  ten  municipalities  of 
the  state  which  experienced  population  increases 
of  more  than  twenty  •five  per  cent  Between  1960 
and  1965  were  of  this  suburban  group.9  In  1960 
these  ten  towns  contained  only  9.1  per  cent  of  the 
state’s  population.  Their  aggregate  population 
growth  over  the  five  years  that  followed,  how- 
ever, was  79.6  per  cent  of  the  state  total  for  that 
period.  In  absolute  terms  the  ten  towns  experi- 
enced a net  population  increase  of  26,447. 

FACTORS  INFLUENCING  THE  LOCATION  OF 
PHYSICIANS'  OFFICES 

In  order  to  assess  the  salient  factors  of  geo- 
graphic mobility  in  Rhode  Island’s  medical  prac- 
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tices  a questionnaire  was  mailed  to  406  medical 
doctors  selected  at  random  from  a list  of  the  state’s 
physicians.10  The  survey  took  place  in  1970.  Re- 
turns numbered  185,  of  which  33  were  discarded 
because  they  represented  retired  physicians  and 
physicians  who  did  not  maintain  private  practices. 
The  returns  used  represented  approximately  15 
~>er  cent  of  the  state's  private  practices. 

Sixty-nine  physicians  indicated  that  they  had 
never  maintained  offices  at  places  other  than  their 
existing  locations,  while  83  had  experienced  at 
least  one  office  relocation.  Of  the  latter  group  56 
indicated  that  their  previous  offices  were  located 
in  the  same  municipalities  as  their  existing  offices. 
Ten  physicians  had  moved  outward  from  regional 
centers  and  had  crossed  municipal  boundaries  in 
the  process.  Eight  had  moved  into,  or  merely  to- 
ward, regional  centers  and  had  crossed  municipal 
boundaries  in  that  process.  The  previous  offices 
of  four  physicians  were  in  states  other  than  Rhode 
Island.  One  physician  had  maintained  an  office 
in  Europe  before  coming  to  Rhode  Island. 

Based  on  130  responses  it  was  determined  that 
the  average  physician  had  occupied  his  existing 
office  for  13.05  years.  The  average  for  general 
practitioners  alone  was  18.0  years  and  that  of  spe- 
cialists was  12.8  years. 

Responses  to  a question  concerning  the  chief 
advantages  of  present  office  locations  are  repre- 
sented in  Figure  1.  Physicians  were  asked  to  in- 
dicate in  order  of  importance  what  they  consid- 
ered to  be  the  three  greatest  advantages  of  their 
present  office  locations.  Proximity  to  hospitals, 
patients’  homes,  and  the  doctor’s  own  home  were 
the  most  frequently  listed  assets.  Among  general 
practitioners  the  proximity  of  patients’  homes  was 
the  most  important  consideration,  and  proximity 
of  hospitals  was  second  most  important.  The  two 
factors  were  also  the  leading  considerations  among 
specialists,  but  in  reverse  order. 

Much  less  importance  was  placed  on  neighbor- 
hood characteristics  and  transportation.  With  re- 
spect to  neighborhood  conditions,  having  other 
medical  offices  nearby  and  neighborhood  residen- 
tial quality  appeared  to  be  factors  of  little  con- 
cern. Based  on  comments  from  physicians  who 
have  offices  in  deteriorating  neighborhoods,  how- 
ever, this  lack  of  emphasis  probably  indicates  sat- 
isfaction with  neighborhood  quality  rather  than 
disinterest  in  this  factor.  Although  only  one  phy- 
sician considered  proximity  of  expressways  as  the 
greatest  asset  of  his  office  location,  it  appears  to 
be  at  least  a passive  consideration  for  many. 


FIGURE  l:  PRINCIPAL  ADVANTAGES  OF  EXISTING 
OFFICE  LOCATIONS 
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Of  the  19  responses  to  “Other”,  seven  were  sim- 
ply amplifications  of  previously  listed  choices.  Four 
physicians  commented  that  ample  parking  space 
was  an  important  advantage.  Three  cited  circum- 
stances -vof  office  ownership,  and  two  indicated 
presence  of  their  offices  in  their  homes  as  impor- 
tant advantages.  Having  offices  a moderate  dis- 
tance away  from  hospitals  with  which  they  were 
affiliated  was  given  as  a principal  advantage  by 
two  physicians.  One  physician  indicated  proximity 
to  beaches  and  other  community  assets  as  the  prin- 
cipal locational  advantage  of  his  office. 

The  data  of  Figure  1 suggest  that  if  a physi- 
cian were  to  relocate  his  office  he  would  seek  to 
minimize  the  distance  of  the  move  in  order  to 
preserve  the  advantages  which  the  typical  existing 
office  location  appears  to  have,  i.e.  proximity  to 
’■os.pitals,  patients’  homes,  and  the  doctor’s  own 
home. 

In  the  question  of  locational  advantages  previ- 
ously discussed,  a total  of  373  individual  responses 
were  given,  but  only  234  responses  were  made  to 
a question  concerning  locational  disadvantages 
(Figure  2).  Physicians  were  asked  to  indicate  in 
order  of  importance  what  they  considered  to  be 
the  three  greatests  disadvantages  of  their  existing 
(Continued  on  Next  Page) 
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FIGURE  2:  PRINCIPAL  DISADVANTAGES  OF  EXISTING 
OFFICE  LOCATIONS 
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locations.  Several  physicians  indicated  that  their 
present  locations  had  no  disadvantages,  while  sev- 
eral others  gave  only  one  or  two  responses.  Among 
the  physicians  who  cited  their  locational  problems, 
parking  and  traffic  congestion  represented  58.5  per 
cent  of  the  234  responses.  Seventy-two  per  cent  of 
the  responding  physicians  rated  parking  or  traffic 
congestion  as  their  chief  problem. 

Of  the  seven  remaining  options  (Figure  2), 
neighborhood  quality  was  the  most  frequently  cited 
as  being  a disadvantage.  Based  on  the  distribution 
of  responses  in  Figure  1,  it  is  not  surprising  that 
few  physicians  indicated  dissatisfaction  of  office 
location  with  respect  to  hospitals,  patients,  and 
their  own  homes.  It  is  apparent  that  most  physi- 
cians considered  these  factors  and  successfully 
co^ed  with  them  at  the  time  they  selected  their 
office  locations.  Two  write-in  responses  under  the 
classification  “Other”  duplicated  previous  choices. 
The  13  remaining  included  three  referring  to  build- 
ing deficiencies  and  two  expressing  concern  over  the 
absence  of  a medical  school  within  the  region. 

Physicians  were  asked  if  they  intended  to  re- 
locate their  offices  within  five  years.  Twenty-eight 
of  the  139  respondents  answered  in  the  affirmative. 
Some  gave  more  than  one  reason  for  their  plans  to 


FIGURE  3:  PRINCIPAL  ADVANTAGES  SOUGHT  IN 
NEW  OFFICE  LOCATIONS 
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move.  Sixteen  cited  inadequacies  of  buildings  in 
which  their  practices  are  presently  housed.  Four- 
teen responses  indicated  inadequacies  of  location. 
There  were  1 1 responses  under  “Other”.  Six  of  the 
latter  were  motivated  by  conditions  of  building 
tenure.  At  least  three  were  renting  office  space 
and  wished  to  become  office  owners.  Two  planned 
to  relocate  to  the  vicinity  of  medical  schools  for 
teaching  and  research  purposes. 

Physicians  planning  to  relocate  their  offices 
within  five  years  were  asked  to  indicate,  in  order 
of  importance,  the  three  most  significant  factors 
which  would  be  considered  in  seeking  new  loca- 
tions (Figure  3).  There  were  77  responses  to  this 
question.  Proximity  to  hospitals  was  the  chief 
quality  sought  in  prospective  locations.  Approxi- 
mately 28.6  per  cent  of  the  responses  cited  this. 
The  relative  importance  of  this  factor  in  selecting 
a new  office  location  is  similar  to  the  same  factor’s 
importance  as  an  asset  of  existing  office  locations 
(Figure  1).  In  Figure  1,  26.5  per  cent  of  the  re- 
sponses were  represented  by  this  factor. 

The  second  most  frequently  cited  factor  was 
proximity  to  expressways.  This  received  20.8  per 
cent  of  the  responses.  Proximity  to  expressways  is 
relatively  more  important  here  than  in  Figures  1 
and  2 where  it  received  8.8  per  cent  and  3.0  per 
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cent  of  the  responses  respectively.  Among  responses 
in  the  category  ‘'Other”,  two  doctors  indicated  the 
need  for  additional  parking  space  as  their  need. 

-Among  the  28  physicians  who  anticipated  re- 
locating their  offices,  20  planned  to  relocate  within 
the  municipality  in  which  they  were  presently 
situated.  Three  planned  to  move  into  communities 
which  form  regional  centers  of  medical  activity, 
and  one  planned  to  move  from  Providence  to  East 
Providence.  Each  of  these  four  physicians  indi- 
cated that  his  new  office  would  be  in  a munici- 
pality conterminous  with  the  municipality  in  which 
his  existing  office  was  located. 

It  is  apparent  that,  in  order  of  importance, 
proximity  to  hospitals,  patients’  homes,  and  the 
doctor’s  own  home  are  the  chief  factors  involved 
in  the  physician’s  choice  of  office  location.  In 
order  to  achieve  an  improvement  in  these  loca- 
tional considerations  a distance  factor  is  involved. 
This  is  usually  slight,  however.  The  latter  con- 
clusion is  based  on  the  fact  that  67.5  per  cent 
of  the  responding  physicians  who  had  relocated 
their  offices  did  so  without  crossing  municipal 
boundaries.  Also,  69  per  cent  of  the  physicians 
who  planned  to  relocate  within  five  years  expected 
their  new  offices  to  be  in  the  same  municipalities 
as  their  existing  offices. 

Many  of  the  lesser  deficiencies  of  an  office  site 
could  be  overcome  without  necessarily  leaving  the 
immediate  office  neighborhood.  For  example,  park- 
ing problems  might  be  improved  by  moving  to  a 
neighborhood  building  which  offered  off-street 
parking. 

It  is  apparent  that  the  number  of  medical  offices 
in  a given  municipality  has  tended  to  change  only 
slightly  as  a result  of  relocations  of  existing  prac- 
tices. Changes  in  the  number  of  practices  based 
in  a.  given  municipality  appear  to  be  much  more 
strongly  influenced  by  the  establishment  of  new 
practices  and  retirements. 

With  respect  to  private  medical  practices,  many 
municipalities  of  Rhode  Island  have  attractive  con- 
ditions countered  by  negative  aspects.  For  example, 
many  of  the  state’s  cities  have  hospitals  which 
are  an  attraction,  but  declining  population  and 
residential  limitations  tend  to  offset  these  advan- 
tages. On  the  other  hand,  many  suburbs  offer  rap- 
idly increasing  populations  and  favorable  residen- 
tial areas,  but  lack  hospitals.  These  contrasting 
factors  probably  lessen  the  extremes  of  concen- 
tration or  dispersal  in  the  pattern  of  distribution 
of  private  medical  practices  in  the  state. 


DISTRIBUTION  OF  PRIVATE  MEDICAL 
PRACTICES 


In  1965  there  were  1,229  physicians  licensed  to 
practice  medicine  in  Rhode  Island.11  Of  these, 
957  were  found  to  maintain  offices  in  the  state 
for  the  purpose  of  conducting  private  practices.12 
It  is  the  1950-65  locational  changes  of  these  offices 
with  which  this  paper  is  concerned.  Broadly  con- 
sidered, the  pattern  of  distribution  of  private  medi- 
cal practices  in  Rhode  Island  has  always  been 
similar  to  the  pattern  of  distribution  of  population 
(Map  3).  The  Rhode  Island  portion  of  the  Provi- 
dence-Pawtucket- Warwick  Standard  Metropolitan 
Statistical  Area  which  contained  84.7  per  cent  of 
the  state’s  population  in  1965  also  contained  90.5 
per  cent  of  its  private  medical  practices. 

Providence,  Woonsocket,  Newport,  and  Westerly, 
which  are  the  state’s  most  distinct  regional  cen- 
ters in  a general  sense,  are  also  distinct  regional 
centers  with  respect  to  private  medical  practices. 
In  1965  each  had  substantially  more  private  medi- 
cal practices  than  the  aggregate  number  for  its 
neighboring  municipalities.  There  were  496  prac- 
tices in  Providence  in  1965,  which  was  51.8  per 
cent  of  the  state  total,  although  the  city  contained 
only  21.0  per  cent  of  the  total  state  population. 
Woonsocket  had  50  practices,  which  was  62.5  per 
cent  of  the  total  number  in  the  eight  northern- 
( Continued  on  Next  Page) 
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most  municipalities  of  the  state.13  Newport  had 
34  practices,  while  no  other  municipality  in  New- 
port County  had  more  than  three.  Westerly  had 
31  practices,  which  was  55.4  per  cent  of  the  total 
number  in  Washington  County.  Private  medical 
practices  have  been  attracted  to  these  four  foci 
not  only  because  of  the  general  advantages  of  cen- 
trality, but  also  because  each  of  the  four  has  at 
least  one  general  hospital. 

Warwick,  Bristol,  and  South  Kingstown  also  had 
concentrations  of  private  medical  practices  which 
were  somewhat  greater  than  those  of  neighboring 
municipalities,  although  less  pronounced  than  those 
discussed  above.  On  this  basis  these  three  muni- 
cipalities are  referred  to  here  as  intermediate  cen- 
ters. 

Because  it  is  second  in  population  among  Rhode 
Island's  municipalities,  is  the  state’s  most  popu- 
lous suburb,  and  has  a large  general  hospital,  it 
is  not  surprising  that  Warwick  became  an  inter- 
mediate center  of  concentration  of  private  medical 
practices.  Similarly,  but  on  a much  smaller  scale, 
South  Kingstown’s  concentration  may  be  attributed 
to  the  presence  of  the  South  County  Hospital  and 
the  town’s  rapid  population  growth.  Although 
Bristol  has  no  hospital,  it  is  an  intermediate  node 
in  terms  of  private  practices.  This  distinction  was 
held  by  neighboring  Warren  in  1950.  The  avail- 
ability of  new  office  space  in  Bristol  appears  to 
be  the  principal  cause  of  its  ascendancy. 

All  the  remaining  cities  and  towns  of  Rhode 
Island  were  found  to  have  fewer  private  medical 
practices  than  the  municipalities  which  served  as 
their  respective  regional  centers.  In  nearly  all 
cases  the  regional  centers  had  several  times  more 
practices  than  any  of  the  municipalities  which  sur- 
round them.  The  contrasts  were  greatest  at  West- 
erly and  Newport.  On  the  other  hand,  the  number 
of  practices  graded  downward  more  gradually 
through  the  highly  urbanized  municipalities  adja- 
cent to  the  Providence  and  Warwick  centers. 

CHANGE  IN  NUMBER  OF  PRACTICES,  1950-1965 

Between  1950  and  1965  the  number  of  private 
medical  practices  in  Rhode  Island  (Map  4)  in- 
creased by  112,  which  was  a rise  of  13.3  per  cent.14 
Five  towns  experienced  no  numerical  change  dur- 
ing the  period.  Of  these,  West  Greenwich  and 
Middletown  lacked  private  medical  practices  both 
years.  Extreme  sparsity  of  population  — less  than 
1500  in  both  years  — explains  the  West  Green- 
wich case.  In  1950  Middletown  had  a population 
of  7,382,  which  included  many  naval  personnel 
and  their  dependents  for  whom  medical  services 


were  provided  by  navy  physicians,  thereby  reduc- 
ing the  need  for  private  practices.  By  1965  the 
population  of  Middletown  had  increased  to  19,562, 
but  the  town  had  not  yet  acquired  a private  medi- 
cal practice.15 

Lincoln,  which  had  five  private  medical  prac- 
tices both  years,  experienced  a gain  of  two  special- 
ists, which  was  offset  by  a loss  of  two  general 
practitioners.16  In  Jamestown,  which  had  one  gen- 
eral practitioner  and  one  specialist  in  1950,  the 
specialized  practice  was  lost,  and  a general  prac- 
tice was  added  during  the  period.  In  1950  half 
of  South  Kingstown’s  ten  practices  were  special- 
ized. A net  loss  of  one  specialized  practice  and 
a net  gain  of  one  general  practice  occurred  during 
the  period.  Thus  these  towns  experienced  struc- 
tural changes  despite  an  absence  of  change  in  total 
number  of  practices. 

Twenty-two  municipalities  experienced  a rise  in 
number  of  private  medical  practices.  The  greatest 
relative  gains  were  experienced  in  the  suburbs  of 
Johnston,  Cumberland,  Narragansett,  and  War- 
wick. Each  of  these  experienced  an  increase  of 
more  than  100  per  cent.  Rising  from  zero  practices 
in  1950  to  four  in  1965,  Johnston  experienced  an 
infinite  relative  increase.  With  six  practices  in  1965 
Narragansett  had  grown  by  600  per  cent  while 
Cumberland  rose  from  three  practices  to  seven  for 
a gain  of  133  per  cent.  Of  the  municipalities  of 
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most  rapid  growth,  Warwick  was  the  only  one 
whose  great  relative  growth  was  accompanied  by 
a large  absolute  increase.  Its  430  per  cent  in- 
crease in  private  medical  practices  represents  a 
gain  of  43  practices,  which  was  the  greatest  abso- 
lute increase  in  the  state  for  the  period.  The  great 
increases  in  the  four  municipalities  accompanied 
population  increases  of  more  than  50  per  cent  in 
each  community. 

Excluding  Westerly  and  Bristol,  the  six  towns 
of  the  50-100  per  cent  growth  category  are  suburbs 
of  Providence,  which  experienced  rapid  popula- 
tion growth  during  the  period,  and  which  ended 
the  period  with  populations  of  up  to  20,000  people. 
The  absolute  increases  in  practices  were  slight, 
totaling  only  seven  for  the  four  towns.  In  con- 
trast, the  regional  centers  of  Westerly  and  Bristol 
gained  13  and  7 practices  respectively.  This  is 
nearly  75  per  cent  of  the  total  absolute  growth 
represented  by  the  eight  communities  of  the  cate- 
gory. 

Of  the  twelve  municipalities  which  experienced 
growth  of  1-50  per  cent,  most  are  older,  densely 
populated  communities  in  which  population  in- 
creased very  slowly  or  declined.  Only  three  ex- 
perienced population  growth  greater  than  the  state 
mean.  These  were  the  suburban  towns  of  Scituate, 
North  Smithfield,  and  Portsmouth.  The  three  re- 
gional centers  of  Providence,  Woonsocket,  and 
Newport  are  in  this  category.  Also  included  are 
Providence’s  satellites  of  Pawtucket,  Central  Falls, 
and  West  Warwick,  and  its  older  suburbs.  The 
latter  are  East  Providence,  Cranston,  and  North 
Providence. 

Half  the  municipalities  of  this  category  had 
growth  rates  for  practices  which  were  greater  than 
the  state  average  of  13.25  per  cent.  Of  these  all 
are  suburbs  except  Central  Falls.  Growth  in  the 
category’s  three  regional  centers  and  in  Pawtucket 
and  East  Providence  was  less  than  the  state  mean. 
Since  several  municipalities  of  this  category  had 
large  numbers  of  practices  in  1950,  several  small 
relative  increases  represent  substantial  absolute 
increases.  For  example,  Providence  gained  twenty 
practices  to  rank  second  only  to  Warwick  in  abso- 
lute growth.  Similarly,  Cranston’s  increase  of  eight 
practices  and  Pawtucket’s  gain  of  seven  enabled 
them  to  rank  fourth  and  fifth  respectively  in  abso- 
lute growth. 

Of  the  twelve  municipalities  which  experienced 
declines  in  numbers  of  private  medical  practices, 
seven  had  populations  of  less  than  5,000,  and  four 
had  between  10,000  and  12,000  inhabitants  each. 


Most  of  these  smaller  towns  are  relatively  remote 
rural  settlements  which  experienced  the  beginnings 
of  suburbanization  late  in  the  period  of  this  study. 
By  their  Location  within  the  Providence-Pawtucket- 
Warwick  SMSA,  North  Kingstown,  Warren,  and 
Smithfield  are  exceptions  to  this  generalization. 
North  Kingstown  had  seven  practices  in  1950  but 
only  six  in  1965.  This  change  may  be  due  to  the 
absence  of  a hospital  in  or  near  the  town.  In 
addition,  many  of  the  residents  of  the  town  are 
navy'  oriented.  Warren’s  loss  appears  to  be  at- 
tributable to  the  overshadowing  effect  of  Bristol 
and  Barrington,  both  of  which  grew  more  rapidly 
in  population  and  offered  favorable  sites  for  new 
medical  offices.  In  Smithfield  the  number  of  prac- 
tices declined  from  three  to  one. 

The  aggregate  loss  of  the  twelve  towns  was  24 
practices,  which  left  20  practices  in  1965.  Al- 
though the  overall  decline  was  54.5  per  cent,  a 
loss  of  eight  specialists  represented  a 72.7  per  cent 
decrease  among  that  group. 

Between  1950  and  1965  there  was  little  change 
in  the  degree  to  which  the  state’s  practices  were 
concentrated  in  the  regional  centers.  The  four  prin- 
cipal centers  — Providence,  Woonsocket,  New- 
port, and  Westerly  — had  67.9  per  cent  of  the 
state’s  private  medical  practices  in  1950  and  64.2 
per  cent  in  1965.  This  small  relative  decline  oc- 
curred despite  an  aggregate  increase  of  40  prac- 
tices among  the  four  municipalities.  In  1950  the 
four  municipalities  represented  44.1  per  cent  of 
the  state’s  population,  but  this  had  declined  to 
32.0  per  cent  by  1965.  Thus  a major  population 
decline  had  only  a minor  affect  on  the  nodality 
of  the  principal  centers.17 

If  the  intermediate  centers  of  Warwick,  Bristol, 
and  South  Kingstown  are  included  with  the  four 
principal  centers,  relative  changes  in  both  prac- 
tices and  population  are  somewhat  less.  Collec- 
tively the  seven  municipalities  contained  71.01 
per  cent  of  the  state’s  private  medical  practices 
in  1950.  In  1965  the  percentage  was  70.95.  Col- 
lectively the  seven  centers  represented  52.3  per 
cent  of  the  state’s  population  in  1950.  By  1965 
this  had  declined  to  44.0  per  cent. 

These  comparisons  suggest  that  the  nodal  tend- 
ency of  private  medical  practices  was  unchanged 
over  the  fifteen  year  period.  The  data  also  indi- 
cate that  regional  centers  which  experienced  major 
population  losses  experienced  only  minor  decreases 
in  their  relative  importance  as  centers  of  concen- 
tration of  private  medical  practices. 

(Continued  on  Next  Page) 
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NUMBER  OF  RESIDENTS  PER  PRACTICE  1965 


Overall  the  number  of  residents  iper  private 
medical  practice  in  Rhode  Island  was  933  in  1965 
(Map  5).  This  average  was  so  strongly  affected 
by  the  great  concentration  of  practices  in  Provi- 
dence that  only  Westerly,  New  Shoreham,  and 
Narragansett  were  classed  with  Providence  in  hav- 
ing fewer  residents  per  practice  than  the  state 
average.  Among  the  39  cities  and  towns  of  the 
state,  the  mean  number  of  residents  per  practice 
was  2075,  which  prevailed  in  Central  Falls. 

Four  sparsely  populated  towns  in  western  Rhode 
Island  and  also  Middletown  lacked  private  medical 
practices  entirely.  In  contrast,  the  regional  cen- 
ters, satellite  municipalities,  and  older  suburbs 
of  Providence  tended  to  have  relatively  few  resi- 
dents in  proportion  to  their  numerous  private  medi- 
cal practices.  The  four  major  regional  centers  of 
Providence,  Woonsocket,  Newport,  and  Westerly 
were  in  the  category  of  least  number  of  residents 
per  practice,  while  the  intermediate  centers  of 
Warwick,  Bristol,  and  South  Kingstown  were  in 
the  second  lowest  category.  Each  of  the  seven  cen- 
ters was  substantially  below  the  state  mean  in 
number  of  residents  per  practice. 

East  Greenwich,  Narragansett,  Little  Compton, 
and  New  Shoreham  are  comparable  to  the  large 
densely  populated  urban  centers  in  having  few 
residents  in  proportion  to  numbers  of  private  medi- 


cal practices.  In  both  Narragansett  and  East  Green' 
wich  the  practices  are  located  within  two  or  three 
miles  of  hospitals  in  nearby  communities.  The 
Narragansett  sites  are  close  to  the  South  County 
Hospital  in  South  Kingstown.  The  East  Greenwich 
practices  are  near  the  Kent  County  Hospital  in 
Warwick.  In  addition,  both  Narragansett  and  East 
Greenwich  are  often  considered  to  be  among  the 
most  desirable  suburbs  of  the  Providence-Paw- 
tueket-Warwick  SMSA.  These  factors  have  prob- 
ably been  of  considerable  importance  in  the  anom- 
alous concentrations  of  practices  in  the  two  towns. 
Little  Compton  and  New  Shoreham  were  among 
the  three  least  populated  towns  of  the  state  in 
1965;  hence  the  presence  of  two  practices  in  Little 
Compton  and  one  in  New  Shoreham  sufficed  to 
produce  very  favorable  ratios. 

The  second,  third,  and  fourth  categories  (ratios 
1:16,500  to  1:2,101)  of  Map  5 represent  a total 
of  fourteen  towns.  Most  of  these  are  suburban  in 
characteristics,  but  one  or  two  are  rural.  The  towns 
are  widely  varied  in  population.  Cumberland  was 
the  largest  of  the  group.  Its  population  was  23,839 
in  1965.  The  least  populated  of  the  group  was 
Charlestown  with  a population  of  only  2,586. 

RELATIVE  CHANGE  IN  NUMBER  OF  RESIDENTS 
PER  PRACTICE  1950-1965 

The  number  of  private  medical  practices  in 
Rhode  Island  rose  by  13.25  per  cent  for  the  period 
of  this  study  (Map  6).  During  the  same  time  span 
population  increased  by  12.73  per  cent.  As  a re- 
sult, the  number  of  residents  per  private  practice 
declined  from  937.2  to  932.8.  Among  the  39  muni- 
cipalities which  comprise  the  state,  twelve  com- 
munities experienced  decreases  in  numbers  of  resi- 
dents per  practice,  two  experienced  no  change,  and 
25  experienced  increases.  Except  for  Narragansett 
and  Glocester,  all  the  municipalities  which  experi- 
enced declines  were  among  the  state’s  upper  half 
in  terms  of  population.  Five  were  regional  centers, 
two  were  satellite  cities,  and  the  remaining  five 
were  suburbs. 

Johnston  experienced  a rise  from  zero  practices 
in  1950  to  four  in  1965.  Narragansett  experienced 
a decrease  of  o8.5  per  cent  and  Warwick  decreased 
by  66.0  per  cent.  The  smallest  decrease  took  place 
in  Coventry  where  the  drop  was  only  .8  per  cent. 

Since  West  Greenwich  and  Middletown  lacked 
practices  both  years,  their  ratios  remained  un- 
changed at  infinity. 

Except  for  Newport  and  West  Warwick,  all  the 
communities  which  experienced  increases  in  ratios 
of  residents  to  private  medical  practices  were 
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creases  occurred  in  the  more  remote  fringe  areas 
of  the  state.  Foster,  Exeter,  and  Richmond  which 
had  one  practice  each  in  1950,  had  none  in  1965. 
Thus  each  of  these  towns  experienced  an  infinite 
increase  in  number  of  residents  per  practice. 

CAUSES  OF  CHANGE  IN  RATIOS  OF 
POPULATION  TO  PRACTICES,  1950-1965 

Six  variations  in  the  numerical  relationships  be- 
tween population  and  private  medical  practices  ac- 
count for  the  changes  denoted  on  Map  6.  These 
are  given  in  the  legend  of  Map  7.  The  first  three 
categories  (most  opaque  patterns)  symbolize  im- 
provements in  population-practice  ratios.  Five  of 
the  state’s  municipalities  experienced  increases  in 
practices  accompanied  by  decreases  in  population. 
The  regional  centers  of  Providence,  Woonsocket, 
and  Newport  are  included  here.  In  addition  the 
satellite  cities  of  Pawtucket  and  Central  Falls  are 
within  the  same  category.  It  is  apparent  that  cen- 
trality and  the  presence  of  hospitals  in  these  cities 
are  factors  of  sufficient  importance  to  offset  any 
locational  disadvantages  associated  with  decreas- 
ing population. 

In  eight  municipalities  population  increases  were 
accompanied  by  increases  in  private  medical  prac- 
tices at  a more  rapid  rate.  The  regional  center  of 
Westerly  and  the  intermediate  centers  of  Bristol 
and  Warwick  are  included  here.  Narragansett  also 


experienced  a more  rapid  increase  in  private  medi- 
cal practices  than  in  , population  despite  the  fact 
that  it  was  second  only  to  Middletown  in  its  popu- 
lation growth.  A rise  from  one  practice  in  1950 
to  seven  in  1965  was  more  than  enough  to  offset 
the  town’s  120.4  per  cent  increase  in  population 
during  the  period. 

The  four  remaining  towns  which  experienced 
greater  increases  in  practices  than  in  population 
are  suburbs  of  Providence.  Although  all  of  these 
towns  had  population  increases  of  more  than  fifty 
per  cent,  enough  practices  were  added  to  lower 
their  population-practice  ratios.  Since  Johnston 
rose  from  zero  practices  in  1950  to  four  in  1965, 
its  ratio  would  have  improved  regardless  of  how 
greatly  the  population  increased.  In  Cumberland 
the  number  of  practices  increased  from  three  to 
seven  or  133.3  per  cent  as  compared  with  a popu- 
lation increase  of  85.6  per  cent.  Since  Coventry 
and  Glocester  had  only  one  practice  each  in  1950, 
a gain  of  one  practice  in  each  town  represented 
greater  growth  than  population  increases  of  98.4 
per  cent  and  85.6  per  cent  respectively. 

Except  for  the  small  satellite  town  of  West  War- 
wick, all  of  the  municipalities  which  had  slower 
increases  in  private  medical  practices  than  in  popu- 
lation were  suburbs.  The  failure  of  practices  to 
increase  as  rapidly  as  population  in  municipalities 
(Continued  on  Next  Page) 
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of  this  category  can  be  attributed  in  part  to  the 
influence  of  nearby  regional  centers,  increases  in 
population  of  particularly  great  magnitude  or  both. 
East  Providence,  Cranston,  and  West  Warwick 
had  population  increases  which  were  below  the 
state  mean,  but  failed  to  gain  private  medical  prac- 
tices in  proportion  to  their  relatively  small  popu- 
lation increases.  Since  none  of  these  older  suburbs 
had  a general  hospital  at  the  time  nor  functioned 
as  a central  place,  their  attractiveness  for  new 
practices  was  somewhat  overshadowed  by  that  of 
Providence  or  Warwick.  Although  Our  Lady  of 
Fatima  Unit  of  St.  Joseph’s  Hospital  was  opened 
in  North  Providence  in  1954,  any  influence  it  may 
have  had  on  increasing  practices  in  that  town  was 
insufficient  to  balance  the  effects  of  a 52.3  per 
cent  increase  in  population.  All  the  remaining 
towns  of  this  category  experienced  population  in- 
creases which  exceeded  the  state  mean.  Their 
population  growth  and  residential  attractiveness 
were  probably  important  factors  in  drawing  new 
practices,  but  their  lack  of  hospitals  apparently 
hindered  greater  increases. 

Of  the  five  towns  which  did  not  experience  nu- 
merical change  in  practices  but  grew  in  popula- 
tion Middletown  and  West  Greenwich  lacked  prac 
tices  in  both  1950  and  1965.  Among  the  towns  in 
which  decreases  in  practices  were  accompanied  by 
increases  in  population,  all  but  North  Kingstown 
were  below  the  state  population  mean  in  1965.  In 
population  growth  they  exhibited  considerable 
variation. 

New  Shoreham  was  the  only  municipality  in 
which  both  population  and  practices  declined.  In 
1965  there  was  one  practice  on  the  island  com- 
pared to  two  in  1950. 

TRENDS  SINCE  1965 

The  gross  trends  in  geographic  distribution  of 
population  and  private  medical  practices  which 
prevailed  during  the  period  of  this  study  continued 
after  1965. 18  The  suburban  population  continued 
to  grow  rapidly  as  the  core  cities  declined  in  popu- 
lation or  grew  very  slowly.  Private  medical  prac- 
tices continued  to  be  concentrated  in  regional 
centers. 

Although  the  1970  population  figures  indicate 
a continuation  of  1950-65  trends,  a few  munici- 
palities constitute  exceptions.  The  three  most  sig- 
nificant are  Providence,  Woonsocket,  and  Central 
Falls.  Between  1965  and  1970  Providence  experi- 
enced a decrease  in  population  which  averaged  ap- 
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proximately  .84  per  cent  annually.  For  the  entire 
period  from  1950  to  1965  the  rate  of  decline  in 
Providence  averaged  approximately  1.66  per  cent 
annually  or  1.97  per  cent  annually  between  1960 
and  1965.  Although  each  of  the  three  censuses 
between  1950  and  1965  indicated  a progressive 
population  decline  in  Woonsocket,  the  1970  re- 
port indicates  a .3  per  cent  increase  from  1965. 
The  pattern  of  change  in  Central  Falls  was  similar 
to  that  in  Woonsocket. 

Although  the  years  ahead  may  produce  numeri- 
cal stabilization  or  increases  in  the  populations  of 
the  core  cities,  it  is  likely  that  their  respective 
portions  of  the  state’s  population  will  continue  to 
decline.  In  themselves  papulation  changes  of  the 
next  quarter  century  would  tend  to  favor  a grad- 
ual decline  in  the  relative  concentration  of  private 
medical  practices  in  the  core  cities.  This  is  par- 
ticularly likely  for  Providence. 

By  1969  the  number  of  private  medical  prac- 
tices in  Rhode  Island  had  risen  to  9 78. 19  This  was 
an  increase  of  2.2  per  cent  from  1965.  During  the 
same  period  the  state’s  population  rose  by  5.1  per 
cent.  The  more  rapid  growth  of  population  than 
private  medical  practices  is  in  contrast  to  the 
1950-65  change  in  which  the  number  of  practices 
increased  at  a slightly  faster  rate  than  population. 

Among  the  four  principal  regional  centers  the 
number  of  private  medical  practices  declined  from 
614  to  605.  Woonsocket  and  Newport  rose  while 
Providence  declined  by  22  practices  and  Westerly 
by  one.  Collectively  the  four  centers  contained  61.9 
per  cent  of  the  state’s  practices.  As  stated  earlier, 
the  comparable  figure  for  1950  was  67.9  per  cent 
and  that  for  1965  was  64.2  per  cent.  Thus  the 
degree  to  which  private  practices  are  concentrated 
in  the  four  centers  declined  twice  as  rapidly  be- 
tween 1965  and  1969  as  it  did  between  1950  and 
1965. 

Collectively,  the  four  principal  regional  centers 
and  the  intermediate  centers  of  Warwick,  Bristol, 
and  South  Kingstown  continue  to  lack  significant 
change  in  the  portion  of  the  state’s  private  medical 
practices  which  they  contain.  The  group  contained 
71.01  per  cent  of  the  state’s  practices  in  1950, 
70.95  per  cent  in  1965,  and  70.96  in  1969.  Within 
the  group,  however,  substantial  growth  in  War- 
wick has  balanced  decline  in  Providence.  Collec- 
tively the  seven  centers  continued  to  decline  in 
the  portion  of  the  state’s  population  which  they 
contained.  This  dropped  to  42.2  per  cent  of  the 
state  total.20 

(Continued  on  Page  390) 
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Partial  Ileal  ByPass  In  The  Management  Of 
Familial  Type  II  Hyperlipoproteinemia 


Procedure  May  Be  Justified  In  Some 
Familial  Type  II  Heterozygotes  And  In 
Young  Homozygotes 


By  Robert  D.  Coli,  M.D.,  William  R.  Thompson, 

M.D.  F.A.C.S.,  Walter  R.  Thayer,  Jr.,  M.D. 

F.A.C.P.,  and  Henry  T.  Randall,  M.D. 
F.A.C.S. 

In  recent  years  epidemiologic  studies1’ 2 have 
established  a close  statistical  relationship  between 
elevated  serum  cholesterol  concentrations  and  the 
risk  of  premature  atherosclerosis,  especially  involv- 
ing the  coronary  arteries.  Cholesterol  is  the  prin- 
ciple lipid  in  human  atheromata,  and  circulating 
cholesterol  appears  to  be  the  main  source  of  the 
lipid  found  in  atheromatous  vascular  plaques3. 
Individuals  homozygous  for  the  trait  of  familial 
Type  II  hyperlipoproteinemia  manifest  the  highest 
serum  cholesterol  concentrations  and  the  most 
severe  premature  atherosclerosis4.  Up  to  the  pres- 
ent time  medical  measures  for  cholesterol  reduc- 
tion have  had  a limited  effect  in  all  Type  II  homo- 
zygotes and  in  most  heterozygotes.  Buchwald  and 
associates5  have  shown  that  partial  bypass  of  the 
ileum  produces  a significant  and  persistent  reduc- 
tion in  serum  cholesterol  concentrations  in  familial 
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Type  II  heterozygotes.  Although  not  yet  proven, 
it  has  been  suggested  that  the  cholesterol  lowering 
effect  of  this  procedure  may  retard  the  accelerated 
atherogenesis  typically  found  in  these  patients. 

The  purpose  of  this  report  is  to  review  the  cur- 
rent management  of  familial  Type  II  hyperlipopro- 
teinemia and  to  present  our  experiences  with  par- 
tial ileal  bypass  in  a heterozygous  female  with  ad- 
vanced atherosclerosis. 

CASE  REPORT 

Patient  E.K.,  a 47  year  old  white  female,  was 
first  seen  in  October,  1967  because  of  intermittent 
claudication  of  two  years’  duration.  Pertinent  in 
the  past  history  was  the  unexplained  cessation  of 
menses  at  age  25  following  an  uncomplicated  de- 
livery of  her  only  child.  At  age  35,  she  developed 
typical  exertional  angina  pectoris  and  subsequently 
required  the  daily  use  of  sublingual  nitroglycerin. 
At  age  41  evaluation  by  a local  physician  dis- 
closed a cardiac  murmur,  a calcified  aortic  arch, 
and  a serum  cholesterol  concentration  of  450 
mg/ 100  ml.  Electrocardiogram  was  said  to  be  nor- 
mal. After  this  evaluation  she  faithfully  followed 
a diet  low  in  cholesterol  and  saturated  fats.  At 
age  45  she  developed  intermittent  claudication  and 
had  brief  episodes  of  blurred  vision  in  the  left 
eye.  Ophthalmologic  examination  was  negative.  At 
age  47,  six  months  before  our  first  evaluation, 
(Continued  on  Next  Page) 
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she  first  noted  episodic  numbness  of  the  corner 
of  the  mouth  and  in  the  right  forearm  and  hand. 
Despite  these  widespread  and  progressive  symp- 
toms of  vascular  insufficiency  she  had  managed 
to  continue  work  as  a bookkeeper  and  to  perform 
her  daily  activities. 

There  was  an  unusually  high  familial  incidence 
of  coronary  heart  disease.  Her  maternal  grand- 
mother and  her  mother  had  both  died  of  myo- 
cardial infarction  at  ages  40  and  72  respectively. 
Two  maternal  aunts  and  four  maternal  uncles  had 
died  of  myocardial  infarction  during  the  third  and 
fourth  decades  of  life.  The  patient's  only  sibling, 
a 60  year  old  sister,  had  been  told  of  a “heart 
murmur”.  There  was  no  family  history  of  sub- 
cutaneous lipid  deposits,  diabetes  mellitus,  hy- 
peruricemia, gout,  or  hypertension.  Patient  E.K.’s 
only  child,  a 30  year  old  letter  carrier,  was  evalu- 
ated by  us  in  November  1967.  He  denied  cardio- 
vascular symptoms  and  physical  examination 
showed  no  abnormalities.  A fasting  serum  speci- 
men was  clear.  The  average  fasting  serum  choles- 
terol concentration  was  348  mg/100  ml.  Lipo- 
protein electrophoresis  showed  an  increased  con- 
centration of  beta  lipoprotein.  Serum  triglyceride 
concentration,  two  hour  postprandial  blood  sugar, 
chest  x-ray  study,  and  electrocardiogram  were  all 
normal. 

Initial  physical  examination  of  Patient  E.K. 
revealed  a small,  slender,  old-appearing  woman 
we'ghing  114  pounds.  Blood  pressure  was  140/80 
mm  Hg.  Funduscopic  examination  revealed  Grade 
I arteriosclerotic  retinopathy.  Visual  fields  were 
normal.  Arcus  corneae  and  subcutaneous  choles- 
terol deposits  were  absent.  Carotid  pulsations  were 
diminished  bilaterally,  and  there  were  loud  bru  ts 
over  both  carotid  arteries.  There  was  a loud  harsh 
aortic  systolic  murmur  and  the  aortic  second  sound 
was  slightly  diminished.  Prominent  brirts  were 
present  over  the  abdominal  aorta  and  iliac  arter- 
ies. Femoral  pulses  were  diminished  bilaterally, 
and  distal  pulses  were  not  palpable.  Both  feet  were 
cool  to  touch  and  demonstrated  dependent  rubor 
and  pallor  upon  elevation.  Neurologic  examina- 
tion was  normal.  A fasting  serum  specimen  was 
clear.  Serum  cholesterol  concentration  was  344 
mg/ml  and  serum  triglyceride  concentration  130 
mg/ 100  ml.  Lipoprotein  electrophoresis  showed 
an  increased  concentration  of  beta  lipoprotein 
typical  of  Type  II  hyperlipoproteinemia  (Figure 
1).  Two  hour  postprandial  blood  sugar  was  nor- 
mal. Electrocardiogram  showed  an  abnormal  de- 
gree of  left  axis  deviation,  small  Q waves  in  lead 


Patient  E.K. 


Normal 

Control 


Figure  1 

Patient  E.K.’s  preoperative  serum  lipoprotein  elec- 
trophoresis showing  a prominent  beta  band  com- 
pared to  a normal  pattern  in  a normocholesterolemic 
control. 


II,  and  tiny  initial  R waves  in  leads  III  and  AVF. 

Both  mother  and  son  appeared  to  be  hetero- 
zygous for  the  trait  of  familial  Type  Il-a  hyper- 
lipoproteinemia. At  the  time  of  our  initial  evalua- 
tion the  30  year  old  son  had  not  yet  developed 
symptoms  or  signs  of  atherosclerotic  disease.  Hy- 
percholesterolemia appeared  to  be  the  major  fac- 
tor in  the  pathogenesis  of  the  generalized  athero- 
sclerosis found  in  Patient  E.K.,  especially  in  view 
of  the  absence  of  other  contributing  risk  factors. 
She  subsequently  followed  a diet  with  polyun- 
saturated to  saturated  fat  ratio  of  two  to  one, 
with  approximately  30  per  cent  of  the  total  calories 
from  fats,  and  less  than  250  mg  of  cholesterol 
daily.  For  the  next  six  months  she  also  received 
Atromid-S®  (clofibrate),  Pavabid®  (papaverine 
hydrochloride),  and  Peritrate®  (pentaerythritol 
tetranitrate).  The  widespread  symptoms  of  vas- 
cular insufficiency  and  the  serum  cholesterol  con- 
centration both  remained  unchanged. 

In  March  1968  Patient  E.K.  was  admitted  to 
the  Rhode  Island  Hospital  for  partial  ileal  by- 
pass. There  was  no  change  in  the  physical  exam- 
ination. Although  the  pattern  of  angina  had  not 
changed,  electrocardiogram  obtained  in  the  imme- 
diate preoperative  period  showed  evidence  of  myo- 
cardial ischemia.  Chest  x-ray  study  showed  a nor- 
ma] heart  and  lungs  with  senescent  changes  and 
tortuosity  of  the  aorta.  Complete  blood  count, 
urinalysis,  blood  urea  nitrogen,  and  serum  levels 
of  creatinine,  sodium,  potassium,  chloride,  carbon 
dioxide,  calcium,  phosphorus,  magnesium,  and 
carotene  were  all  normal.  Total  bilirubin,  SGOT, 
LDH,  alkaline  phosphatase,  prothrombin  activity, 
total  protein  and  albumin,  and  tests  of  thyroid 
and  adrenal  function  were  all  within  normal  limits. 
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Revision  ileal  bypass 
(24  July  1970) 

Figure  2 

Techniques  of  partial  ileal  bypass  and  its  revision 
in  Patient  E.K. 

The  average  of  all  preoperative  determinations  of 
serum  cholesterol  was  365  mg/100  ml  (Table  1). 

Spinal  anesthesia  was  established  without  diffi- 
culty. However,  upon  entering  the  peritoneal  cav- 
ity the  patient  became  hypotensive,  and  surgery 
had  to  be  temporarily  halted.  The  hypotension 
appeared  to  be  cardiogenic  in  origin,  related  to 
atropine-induced  bradycardia.  With  symptomatic 
measures  the  blood  pressure  returned  to  preopera- 
tive levels,  and  exploration  was  resumed.  The  ab- 
dominal organs  were  normal  except  for  extreme 
sclerosis  of  the  aorta  and  iliac  vessels.  Only  faint 
pulsations  were  palpable  in  the  iliac  arteries.  The 
small  intestine  measured  312  cm  along  the  mesen- 
teric border  from  the  ligament  of  Treitz  to  the 
cecum.  The  ileum  was  transected  150  cm  proximal 
to  the  ileocecal  valve  and  the  bypassed  distal 
segment  closed  by  inversion.  The  proximal  seg- 
ment was  then  anastomosed  to  the  cecum  just 
above  the  ileocecal  valve  in  an  end-to-side  man- 
ner (Figure  2).  In  the  immediate  postoperative 
period  two  blood  transfusions  were  required  be- 
cause of  rectal  bleeding  probably  originating  from 
the  anastomotic  site.  For  the  first  few  days  con- 
stipating antacids,  Metamucil®  (psyllium)  and 
codeine  phosphate  were  necessary  because  of  15 
to  20  watery  movements  per  day.  Serial  electro- 
cardiograms showed  ischemic  changes  but  no  evi- 
dence of  infarction.  Serial  determinations  of 
SGOT,  LDH,  and  CPK  were  all  within  normal 
limits.  The  patient  rapidly  became  fully  ambula- 


tory. At  the  time  of  discharge,  the  diarrhea  had 
diminished  to  6 to  8 semiformed  stools  per  day. 

Between  March  and  July  1968  the  patient  was 
allowed  a normal  diet,  without  restrictions  in 
calories,  carbohydrates,  or  fats.  During  this 
period,  the  average  serum  cholesterol  concentra- 
tion was  292  mg/ 100  ml.  Two  months  postopera- 
tively  all  preoperative  laboratory  tests  were  re- 
peated. Serum  cholesterol  concentration  was  305 
mg/100  ml  and  serum  triglyceride  concentration 
172  mg/100  ml  (Table  1).  Lipoprotein  electro- 
phoresis again  showed  an  increased  concentration 
of  beta  lipoprotein  and  the  new  development  of  a 
faint  prebeta  band.  With  a daily  dietary  fat  in- 
take of  100  gm,  a 24  hour  stool  specimen  con- 
tained 13.2  gm  of  fat.  The  serum  carotene  con- 
centration was  reduced  to  48  meg/' 100  ml.  The 
24  hour  urinary  excretion  of  radiocyanocobalamin 
was  2.8  per  cent.  Absorption  and  urinary  excre- 
tion of  d-xylose  were  normal.  The  results  of  all 
other  preoperative  laboratory  tests  remained  within 
normal  limits. 

(Continued  on  Next  Page) 


Table  1 

Fasting  serum  lipid  concentrations  (mg/100  ml) 
in  Patient  E.K. 


Date 

Choles- 

terol 

Trigly- 

cerides 

1961 

450 

October  1967 

344 

130 

November 

326 

December 

358 

January  1968 

370 

March  4 (ileal  bypass) 

340 

March  5 

290 

March  13 

317 

March  26 

263 

April 

280 

May 

305 

172 

June 

274 

July 

300 

September 

270 

October 

254 

December 

276 

March  1969 

307 

April 

250 

July 

304 

October 

288 

April  1970 

248 

250 

Julyl  24  (revision  ileal  bypass) 

283 

185 

August 

350 

184 

October 

396 

February  1971 

317 

216 

June 

338 

88 

October 

394 

310 

December 

366 

266 

Partial  Ileal  Bypass  in  the  Management  of  Familial  Type  ii  Hyperlipoproteinemia 


379 


Between  August  and  December  1968  the  patient 
again  resumed  the  same  low  cholesterol,  low  sat- 
urated fat  diet  which  she  had  followed  preopera- 
tively.  During  this  period  the  average  serum 
cholesterol  concentration  dropped  to  266  mg/100 
ml.  In  subsequent  months  resumption  of  an  un- 
restricted diet  for  separate  periods  of  time  re- 
sulted in  a rise  in  the  average  serum  cholesterol 
concentration  to  305  mg/100  ml.  Between  these 
periods  shortly  after  resumption  of  a low  choles- 
terol diet,  the  average  serum  cholesterol  concen- 
tration dropped  to  267  mg/ 100  ml,  The  average 
of  all  postoperative  determinations  of  serum 
cholesterol  was  280  mg/ 100  ml. 

After  the  partial  ileal  bypass  there  was  defi- 
nite improvement  in  the  symptoms  and  signs  of 
vascular  insufficiency.  Within  the  first  postopera- 
tive month  angina  pectoris  improved,  exercise  tol- 
erance increased,  and  nitroglycerin  requirement 
was  reduced.  For  the  first  time  in  several  years 
the  patient  remained  free  of  angina  while  climb- 
ing two  flights  of  stairs,  walking  a half  mile,  and 
taking  a shower.  Postprandial  angina  persisted  but 
continued  to  be  quickly  relieved  with  nitroglycerin. 
Electrocardiograms  obtained  two  months  and  two 
years  postoperatively  were  identical  to  the  base- 
line preoperative  tracing.  Within  two  months 
after  the  operation  intermittent  claudication  no 
longer  occurred  upon  uninterrupted  walks  of  up 
to  one-half  mile.  During  the  seoond  postoperative 
year  symptoms  of  cerebrovascular  insufficiency 
were  infrequent  and  transient. 

Two  years  postoperatively  physical  examination 
showed  a definite  decrease  in  the  degree  of  rubor 
and  pallor  of  the  feet  and  a slight  decrease  in  the 
intensity  of  the  aortic  and  carotid  artery  bruits. 
No  significant  changes  in  the  carotid  or  peripheral 
artery  pulsations  were  noted.  In  April  1970  a 
serum  specimen  obtained  after  a 16  hour  fast  was 
turbid.  Serum  cholesterol  concentration  was  248 
mg/ 100  ml  and  serum  triglyceride  concentration 
250  mg/100  ml.  Lipoprotein  electrophoresis 

showed  a normal  concentration  of  beta  lipoprotein 
and  an  increased  concentration  of  prebeta  lipo- 
protein. 

In  our  patient  persistent  diarrhea  and  ste- 
atorrhea were  the  only  adverse  effects  of  partial 
ileal  bypass.  Even  after  29  months  she  continued 
to  have  8 to  10  watery  stools  daily.  Regular  use 
of  Lomotil®  (diphenoxylate  hydrochloride  with 
atropine  sulfate),  codeine  phosphate,  and  Meta- 
mucil®  (psyllium)  reduced  the  diarrhea  to  3 to  4 
semiformed  stools  daily.  A one  month  trial  of 


cholestyramine  (9  gm  daily)  aggravated  the 
diarrhea  and  failed  to  produce  any  further  reduc- 
tion in  serum  cholesterol.  Restriction  of  dietary 
long  chain  triglycerides  and  substitution  of  medium 
chain  triglycerides  for  three  months  had  no  bene- 
ficial effect.  A two  week  trial  of  oral  tetracycline 
( 1 gm  daily)  also  had  no  effect.  The  patient  re- 
ceived monthly  intramuscular  injections  of  cyano- 
cobalamin  and  did  not  develop  symptoms  or  signs 
of  vitamin  B12  deficiency.  There  was  no  signifi- 
cant postoperative  change  in  body  weight. 

Because  of  the  intractable  diarrhea  Patient  E.K. 
was  readmitted  to  Rhode  Island  Hospital  in  July 

1970  for  revision  of  the  bypass.  No  changes  were 
noted  in  the  physical  examination.  Electrocardio- 
gram was  unchanged  when  compared  to  previous 
tracings,  but  a standard  Masters  exercise  test  was 
markedly  positive.  With  a daily  dietary  fat  intake 
of  100  gm,  24  hour  stool  fat  excretion  was  8.5  gm. 
Serum  carotene  concentration  was  85  meg/100 
ml.  Absorption  and  urinary  excretion  of  d-xylose, 
liver  function  tests,  serum  electrolytes,  and  serum 
levels  of  calcium  and  magnesium  all  remained  nor- 
mal. 

At  laparotomy  the  bypassed  ileal  loop  meas- 
ured 117  cm  along  its  mesenteric  border  (Figure 
2).  The  apparent  shortening  of  the  bypassed  seg- 
ment by  33  cm  was  probably  chiefly  due  to  disuse 
atrophy,  although  measurement  error  may  have 
been  a contributary  factor.  The  remainder  of  the 
small  bowel  measured  186  cm  from  the  ileocecos- 
tomy  site  to  the  ligament  of  Treitz.  The  ileum 
was  transected  at  a point  30  cm  proximal  to  the 
ileocecal  valve.  The  87  cm  long  proximal  portion 
of  the  bypassed  segment  was  then  excised  and  an 
ileoileostomy  was  established.  Pathologic  examina- 
tion of  the  small  bowel  showed  no  morphologic 
abnormality. 

For  several  weeks  postoperatively  the  patient 
had  increased  angina  associated  with  electrocardio- 
graphic evidence  of  myocardial  ischemia.  Without 
any  medication  bowel  function  returned  to  normal 
a few  weeks  after  resumption  of  a diet  low  in 
cholesterol  and  saturated  fats.  Despite  continu- 
ance of  the  same  diet  since  revision  of  the  bypass, 
the  average  serum  cholesterol  concentration  has 
risen  to  361  mg/100  ml.  Serum  triglycerides  have 
decreased  towards  normal  (Table  1).  Since  by- 
pass revision,  twenty-four  hour  stool  fat  excretion 
on  two  occasions  has  been  less  than  2 gm.  In  June 

1971  the  patient  was  rehospitalized  because  of  in- 
termittent expressive  aphasia,  right  facial  palsy, 
and  right  hemiparesis.  The  symptoms  and  signs 
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of  cerebrovascular  insufficiency  cleared  completely 
with  oral  anticoagulants.  Electrocardiogram  was 
unchanged.  Serum  carotene  was  123  meg/ 100  ml. 
D-xylose  absorption  and  excretion,  liver  function 
tests,  serum  electrolytes,  and  serum  levels  of  cal- 
cium and  magnesium  all  remained  normal.  A high 
carbohydrate  diet  for  3 days  increased  the  aver- 
age serum  triglyceride  concentration  to  192  mg/100 
ml,  suggesting  that  Patient  E.K.  does  have  an 
increased  sensitivity  to  dietary  carbohydrates.  In 
the  Fall  of  1971  a six  week  trial  of  neomycin  (1.5 
gm  daily)  had  no  effect  on  serum  cholesterol. 

DISCUSSION 

CLINICAL  CHARACTERISTICS  OF  TYPE  II 
HYPERLIPOPROTEINEMIA 

Until  the  last  few  years  the  term  “familial  hy- 
percholesterolemic  xanthomatosis"6  was  used  to 
describe  patients  with  marked  hypercholestero- 
lemia, cholesterol  deposits  in  tendons  and  subcu- 
taneous tissues,  widespread  and  premature  athero- 
sclerosis, and  a dominant  familial  inheritance  of 
similar  abnormalities.  Recent  technical  advances7 
have  permitted  classification  of  this  hereditary  dis- 
order as  “familial  Type  II  hyperlipoproteinemia”. 
It  is  characterized  by  a clear  fasting  serum,  in- 
creased concentration  of  serum  cholesterol  and 
beta  lipoprotein,  and  normal  or  slight  to  moderate 
increases  in  serum  concentrations  of  triglycerides 
and  prebeta  lipoprotein8. 

The  disorder  appears  to  be  relatively  common 
in  the  United  States.  Of  450  patients  with  primary 
familial  hyperlipoproteinemia  studied  at  the  Na- 
tional Institutes  of  Health  and  reported  in  19684, 
more  than  200  had  Type  II  disease.  Glueck  et  al.9 
have  found  an  infant  and  similarly  affected  mother 
or  father  with  Type  II  hyperlipoproteinemia  in  14 
of  1800  (0.77  per  cent)  consecutive  live  births  in 
a general  hospital.  Moreover,  Type  II  disease  is 
apparently  an  important  factor  in  many  indi- 
viduals who  manifest  premature  morbidity  and 
mortality  from  coronary  atherosclerosis.  Heinle 
et  al.10  found  a Type  II  lipoprotein  pattern  in  36 
(29  per  cent)  of  126  patients  with  a mean  age 
of  47  who  had  angiographically  documented  coro- 
nary heart  disease. 

The  diagnosis  of  familial  Type  II  disease  may 
be  established  by  excluding  an  identifiable  under- 
lying cause  and  demonstrating  a typical  lipopro- 
tein pattern  in  at  least  one  first  degree  relative. 
It  must  be  remembered  that  a secondary  hyperlipo- 
proteinemia with  Type  II  characteristics  can  be 
produced  by  a high  intake  of  saturated  fats  and 
cholesterol,  physical  or  emotional  stress,  myelo- 


matosis, myxedema,  early  nephrotic  syndrome,  and 
biliary  obstruction11.  The  familial  disease  is  trans- 
mitted as  an  autosomal  dominant  trait  with  a 
variable  but  generally  high  degree  of  pene- 
trance12-14. The  sexes  are  equally  affected,  but 
atherosclerosis  usually  becomes  symptomatic  10 
to  15  years  earlier  in  males  than  in  females.  At 
least  one  parent  and,  on  the  average,  one  half 
of  the  siblings  and  children  of  affected  individuals 
will  also  have  the  same  lipoprotein  abnormality 
and  the  same  tendency  to  premature  atherosclero- 
sis. The  majority  of  individuals  reported  to  date 
have  been  heterozygous  for  the  mutant  gene,  and 
have  had  a milder  disease  than  homozygotes12. 

A heterozygote  often  may  be  identified  by  the 
presence  of  abnormally  high  serum  concentrations 
of  cholesterol  and  beta  lipoprotein  by  age  one 
and  occasionally  even  at  birth4.  Heterozygotes 
usually  have  serum  cholesterol  concentrations  in 
the  range  of  330-600  mg/100  ml  and  often  de- 
velop cholesterol  deposits  in  the  skin,  tendons, 
cornea,  and  arterial  walls.  Atherosclerosis  results 
in  the  onset  of  coronary,  cerebral,  and  peripheral 
vascular  insufficiency  in  males  during  the  third 
and  fourth  decades  of  life.  A few  individuals  have 
been  reported  who  were  presumed  to  be  homo- 
zygous for  the  trait  since  both  parents  had  hyper- 
cholesterolemia14 17.  The  clinical  course  in  homo- 
zygotes is  uniform  and  rapidly  progressive. 

Homozygous  individuals  usually  develop  exten- 
sive xanthomatosis  before  age  10,  have  twice  the 
serum  levels  of  cholesterol  and  beta  lipoprotein 
as  heterozygous  siblings  of  the  same  age  and 
sex18-20,  and  develop  symptomatic  coronary  heart 
disease  before  age  1521.  The  rate  and  extent  of 
lipid  deposition  in  tissues  appears  to  be  directly 
related  to  the  serum  cholesterol  level.  In  homo- 
zygotes, myocardial  infarction  congestive  heart 
failure,  and  sudden  death  frequently  occur  in  the 
second  and  third  decades  of  life,6,21.  Homozvgotes 
have  rarely  reached  a productive  age,  and  no  pre- 
sumed homozygote  has  produced  offspring.  Al- 
though familial  Type  IT  heterozygotes  may  sur- 
vive into  the  eighth  decade12,  the  prognosis  for  a 
normal  life  span  in  most  affected  individuals  is 
usually  quite  limited.  Friedman22  has  stated  that 
patients  with  marked  hypercholesterolemia  “might 
justly  be  considered  as  seriously  ill  as  patients 
harboring  a malignant  neoplasm”. 

In  most  individuals  with  familial  Type  II  hy- 
perlipoproteinemia, hypercholesterolemia  is  often 
the  only  significant  factor  contributing  to  the  de- 
( Continued  on  Next  Page) 


Partial  Ileal  Bypass  in  the  Management  of  Familial  Type  ii  Hyperlipoproteinemia 


381 


velopment  of  atherosclerosis.  Premature  vascular 
disease  usually  occurs  in  these  individuals  even  in 
the  absence  of  the  other  risk  factors  which  have 
been  associated  with  an  increased  incidence  of 
atherosclerosis,  such  as  obesity,  hypertension,  dia- 
betes, significant  hypertriglyceridemia,  and  ciga- 
rette smoking23.  Only  10-15  per  cent  of  individuals 
with  Type  II  disease  have  had  abnormal  glucose 
tolerance  tests24,  in  contrast  to  familial  Types  III 
and  IV  in  which  carbohydrate  intolerance  has  been 
demonstrated  in  40  to  60  per  cent  of  patients 
tested.  The  incidence  of  glucose  intolerance  in 
Type  II  patients  is  no  greater  than  that  found  in 
the  general  population12.  Type  II  patients  usually 
have  a serum  triglyceride  concentration  of  less 
than  200  mg/ 100  ml.  (Type  Il-a)  but  serum 
triglycerides  may  be  as  high  as  500  mg/100  with 
an  associated  modest  increase  in  prebeta  lipopro- 
tein (Type  II-b)8>25.  Post-heparin  lipoprotein 
lipase  activity  and  serum  concentrations  of  uric 
acid  and  free  fatty  acids  are  usually  normal4, 
in  free  and  esterified  cholesterol  have  all  been 
normal11. 

BIOCHEMICAL  DEFECT  IN  FAMILIAL  TYPE  II 
HYPERLIPOPROTEINEMIA 

At  the  present  time  the  precise  biochemical  de- 
fect in  Type  II  disease  is  unknown.  It  has  been 
theorized  that  the  elevated  serum  levels  of  choles- 
terol and  beta  lipoprotein  may  be  due  to  either 
an  increased  synthesis  or  decrease  in  degradation 
of  normal  apoprotein  B.  The  Type  II  beta  lipo- 
proteins are  grossly  normal  in  composition  and  in 
their  electrophoretic  and  ultracentrifugal  prop- 
erties4. In  affected  individuals  the  percentage  lipid 
composition  of  serum  beta  lipoprotein,  the  ratio 
of  free  to  esterified  cholesterol  in  the  serum  and 
in  all  lipoprotein  classes,  the  distribution  of  fatty 
acids  in  the  cholesterol  esters  of  beta  lipoprotein, 
the  distribution  of  individual  serum  phospholipids, 
and  the  incorporation  rate  of  C14-labeled  acetate 
in  free  and  esterified  cholesterol  have  all  been 
normal. 

Normal  cholesterol  metabolism  in  man  and  ani- 
mals has  been  extensively  reviewed  elsewhere26-  27 . 
On  the  basis  of  these  studies,  cholesterol  of  dietary 
origin  appears  to  be  of  little  importance  in  influ- 
encing the  plasma  level  in  man  because  of  a 
limited  capacity  for  intestinal  absorption  and  the 
absence  of  a hepatic  feedback  mechanism.  The 
plasma  level  seems  to  depend  more  on  the  en- 
dogenous cholesterol  synthesis  rate,  the  rate  of 


excretion,  and  shifts  between  the  various  tissue 
compartments28. 

MEDICAL  THERAPY  OF  FAMILIAL  TYPE  II 
HYPERLIPOPROTEINEMIA 

Results  of  medical  management  of  familial  Type 
II  patients  have  been  generally  disappointing,  es- 
pecially in  homozygotes.  In  1968  Levy  and  Fred- 
rickson4 stated  that  in  the  adult  Type  II  patient 
“no  combination  of  drug  and  dietary  therapy  has 
proven  consistently  successful  in  normalizing  the 
plasma  lipids,  resolving  xanthomatosis,  or  prevent- 
ing coronary  atheromatosis”.  All  medical  attempts 
to  reduce  the  serum  cholesterol  concentration  have 
been  of  limited  effectiveness.  Neither  weight  re- 
duction nor  exercise  has  produced  any  permanent 
or  striking  decrease  in  serum  cholesterol  or  beta 
lipoprotein  levels  in  familial  Type  II  patients4,24. 
A diet  containing  less  than  300  mg  of  cholesterol 
daily,  very  low  in  saturated  fats,  and  high  in  poly- 
unsaturated fats  has  produced  a 15-20  per  cent 
reduction  in  serum  cholesterol  in  about  one  quar- 
ter of  heterozygous  adults4,  5'  29,  30  and  young  chil- 
dren111. Identical  diets  in  homozygotes  have  had 
no  significant  hypocholesterolemic  effect31,  40,  96.  In 
practice  many  patients  find  it  difficult  to  arrange 
and  to  follow  such  a diet  for  any  length  of  time32. 
Moreover,  stringent  low  cholesterol  diets  may  ac- 
tually be  detrimental  since  the  inevitable  increase 
in  dietary  carbohydrate  content  tends  to  aggra- 
vate the  active  lipogenic  mechanism33  and  to  in- 
crease triglyceride  levels  especially  in  the  Type 
II  patient  who  is  sensitive  to  dietary  carbohy- 
drate34. 

Because  of  the  limitations  of  dietary  therapy, 
various  hypocholesterolemic  drugs  have  been  util- 
ized. No  single  drug  is  entirely  satisfactory  in  the 
treatment  of  Type  II  disease.  Cholestyramine  is 
the  chloride  salt  of  an  anion  exchange  resin  which 
increases  hepatic  catabolism  of  cholesterol  and 
increases  fecal  cholesterol  excretion  by  binding 
bile  acids  and  preventing  their  reabsorption,  thus 
producing  a relative  bile  salt  deficiency  35,  36.  Cho- 
lestyramine appears  to  be  the  most  effective  cur- 
rently available  hypocholesterolemic  agent  for 
Type  II  heterozygotes.  In  double  blind  studies  on 
25  such  patients37  cholestyramine  lowered  plasma 
cholesterol  and  beta  lipoprotein  cholesterol  by 
25-35  per  cent.  In  another  study38  a low  choles- 
terol diet  and  16-24  gm  of  cholestyramine  daily 
reduced  plasma,  cholesterol  and  beta  lipoprotein 
cholesterol  to  normal  and  maintained  normal 
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levels  for  5 to  15  months.  Fallon  and  Woods39 
treated  14  heterozygous  Type  II  adults  with  8 
to  16  gm  of  cholestyramine  daily  and  found  a 
24  per  cent  decline  in  serum  cholesterol  concen- 
trations compared  to  control  values  obtained  with 
dietary  therapy  alone.  Softening  of  xanthomas 
has  occurred  in  some  Type  II  heterozygotes35’ 40. 

In  6 homozygotes,  however,  use  of  12  to  24  gm 
•of  cholestyramine  daily  for  up  to  32  months  did 
not  have  a significant  hvpocholesterolemic  effect40. 
In  the  usual  dosage  range  of  16  to  32  gm  daily 
cholestyramine  rarely  lowers  and  may  actually 
increase  serum  triglyceride  levels41.  Although  it 
usually  is  effective  in  heterozygotes  cholestyramine 
is  expensive  in  the  usual  dosage  required,  and  it 
must  be  used  continuously  to  maintain  the  hypo- 
cholesterolemic  effect.  Most  important,  cholesty- 
ramine is  usually  poorly  accepted  by  both  chil- 
dren and  adults  for  long  term  use  because  of  its 
unpleasant  taste  and  its  tendency  to  produce  con- 
stipation, nausea,  and  vomiting.  In  larger  than 
usual  doses  it  may  produce  diarrhea  with  or  with- 
out steatorrhea,  malabsorption,  and  weight  loss41. 
Other  potential  side  effects  include  induction  of 
hyperchloremic  acidosis  in  children  and  interfer- 
ence with  absorption  of  thyroid  hormone,  digi- 
toxin,  and  fat  soluble  vitamins  A,  D,  and  K42. 
In  patients  with  impaired  enterohepatic  circula- 
tion malabsorption  of  Vitamin  K during  long  term 
use  of  cholestyramine  may  result  in  hypopro- 
thrombinemic  hemorrhage43. 

Clofibrate  appears  to  reduce  the  rate  of  choles- 
terol synthesis  by  acting  early  in  the  biosynthetic 
pathway44’  45.  When  added  to  strict  low  cholesterol 
diets,  clofibrate  can  produce  an  additional  5-10 
per  cent  decrease  in  levels  of  plasma  cholesterol 
and  beta  lipoprotein  in  familial  Type  II  patients4. 
With  clofibrate  the  total  decrease  in  serum  choles- 
terol in  such  patients  has  ranged  from  7 to  35 
per  cent46-48.  However,  the  average  effect  of  clo- 
fibrate on  blood  cholesterol  levels  has  been  a 
“very  modest”  15  per  cent  decrease  from  control 
values24, 37,  49.  Clofibrate  has  not  had  a significant 
hvpocholesterolemic  effect  in  homozygotes40’ 9<i, 
and  it  has  rarely  if  ever  restored  blood  cholesterol 
to  normal  levels  in  heterozygotes50.  Although  the 
total  incidence  of  side  effects  has  been  low51,  a 
variety  of  troublesome  complications  has  been  re- 
ported. These  have  included  nausea,  leucopenia, 
alopecia,  increased  sensitivity  to  coumarin  anti- 
coagulants42, and  transient  elevation  of  muscle 


and  liver  enzymes  with  or  without  other  signs  of 
muscle  and  hepatic  dysfunction52. 

D-thyroxine  in  doses  of  4-8  mg  daily  in  com- 
bination with  a low  cholesterol,  low  saturated  fat 
diet  has  reduced  serum  cholesterol  levels  by  15-35 
per  cent  in  some  familial  Type  II  heterozy- 
gotes53’ 54.  D-thyroxine  does  not  inhibit  cholesterol 
synthesis  in  man,  but  appears  to  increase  the  rate 
of  cholesterol  and  beta  lipoprotein  degradation 
and  excretion55- 57.  Tendon  xanthomas  have  re- 
solved in  a few  patients  under  therapy58.  Use  of 
d-thyroxine  can  be  hazardous  in  a patient  with 
coronary  heart  disease,  since  it  may  potentiate 
angina  and  cardiac  arrhythmias59.  Recently  Krikler 
et  al.°"  have  used  Inderal®  (propanolol)  to  reduce 
the  thyrocardiac  side  effects  of  d-thyroxine  in  pa- 
tients with  primary  hyperlipidemia.  D-thyroxine 
may  also  increase  sensitivity  to  coumarin  anti- 
coagulants61- 62,  impair  glucose  tolerance  in  dia- 
betic patients03'  °4,  and  rarely  increase  metabolic 
rate42.  D-thyroxine  is  relatively  inexpensive,  but 
many  patients  have  shown  a tendency  to  escape 
from  its  cholesterol  lowering  effect58-  59-  61. 

Neomycin  in  small  doses  (0.5  to  2.0  mg  daily) 
has  been  reported  to  reduce  plasma  cholesterol 
by  about  24  per  cent  in  Type  II  heterozygotes 
with  few,  if  any,  side  effects65-97.  Although  nico- 
tinic acid  is  often  effective  in  Type  II  heterozy- 
gotes, frequent  toxic  effects  limit  its  usefulness. 

It  would  be  best  to  reduce  serum  cholesterol  and 
beta  lipoprotein  to  normal  in  asymptomatic  indi- 
viduals, since  it  is  probably  easier  to  prevent  the 
development  of  atherosclerosis  than  to  produce 
regression  of  established  lesions.  The  continuous 
lifelong  use  of  hvpocholesterolemic  drugs  singly  or 
in  combination  would  certainly  be  expensive  and 
might  prove  hazardous. 

PARTIAL  ILEAL  BYPASS 

The  proposal  that  surgical  bypass  of  the  ileum 
might  have  a significant  hypocholesterolemic  effect 
in  man  was  based  on  several  experimental  and 
clinical  observations.  Surgical  bypass  of  distal 
small  intestine  in  experimental  animals66  and  in 
normocholesterolemic  humans66-  67  has  produced 
a marked  decrease  in  cholesterol  absorption  and  a 
significant  and  permanent  decrease  in  blood  choles- 
terol levels.  A high  cholesterol  diet  has  induced 
generalized  atherosclerosis  and  myocardial  infarcts 
histologically  identical  to  those  in  humans  in  sev- 
eral experimental  animals,  including  rats68, 69, 
rabbits70,  dogs71,  and  Rhesus  monkeys72.  Buch- 
( Continued  on  Next  Page) 
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wald  first  demonstrated  that  prophylactic  partial 
ileal  bypass  prevented  diet-engendered  athero- 
sclerosis and  improved  established  atheromatous 
lesions  in  rabbits  despite  the  continuation  of  a 
high  cholesterol  diet73.  These  findings  have  sub- 
sequently been  confirmed  by  Okuboye  and  asso- 
ciates74. Ileal  bypass  has  also  had  beneficial  pro- 
phylactic and  therapeutic  effects  in  hypercholes- 
terolemic  dogs75,  in  Rhesus  monkeys76,  and  in 
white  Carneau  pigeons26. 

Surgical  bypass  of  the  distal  portion  of  the 
small  intestine  removes  this  portion  of  the  bowel 
lumen  from  contact  with  intestinal  contents  and 
accelerates  intestinal  transit.  This  produces  a 
marked  decrease  in  the  absorption  of  dietary  cho- 
lesterol and  a decrease  in  the  reabsorption  of  cho- 
lesterol secreted  by  the  liver  and  intestinal  mu- 
cosa66’ 77,  78.  Since  bile  salts  are  preferentially  ab- 
sorbed in  the  distal  ileum79,  such  a procedure  also 
interferes  with  the  enterohepatic  bile  salt  cycle 
and  decreases  bile  salt  reabsorption80.  The  in- 
creased fecal  losses  of  cholesterol  and  bile  salts 
produces  a direct  and  indirect  metabolic  drain  on 
the  body  cholesterol  pool,  and  thus  can  reduce 
blood  and  tissue  cholesterol  levels  in  normal  and 
hypercholesterolemic  individuals.  Isotopic  studies 
in  Type  IT  heterozygotes  after  partial  ileal  by- 
pass81 have  shown  marked  increases  in  the  rates 
of  cholesterol  synthesis  and  fecal  steroid  excretion 
associated  with  a decrease  in  the  exchangeable 
cholesterol  content  in  body  tissues. 

Since  May  1963  Buchwald  annd  associates82 
have  carried  out  partial  ileal  bypass  in  over  70 
consecutive  patients  with  primary  hyperlipidemia. 
The  average  age  of  the  first  70  patients  was  40 
years.  Preoperativelv  sixty-one  (87.1  per  cent) 
had  clinical  and  laboratory  evidence  of  athero- 
sclerosis. About  three-fourths  of  these  individuals 
were  Type  II  heterozygotes.  The  remainder  were 
classified  as  primary  Types  III  and  IV.  Buchwald 
first  uses  a marked  umbilical  tape  to  measure  the 
small  bowel  along  its  mesenteric  border  from  the 
ileocecal  valve  to  the  ligament  of  Treitz.  The 
ileum  is  then  divided  at  a point  200  cm  proximal 
to  the  ileocecal  valve  or  at  a distance  one-third 
the  entire  small  bowel  length,  whichever  is  longer. 
The  upper  end  of  the  bypassed  segment  is  closed 
and  the  proximal  ileal  segment  is  anastomosed  to 
the  cecum  in  an  end-to-side  fash'on  6 to  8 cm 
above  the  ileocecal  valve. 

All  patients  have  been  maintained  on  a strict 
low  cholesterol,  low  saturated  fat  diet  before  and 


after  surgery.  The  Type  III  and  Type  IV  patients 
were  also  maintained  on  dietary  carbohydrate  re- 
striction. All  of  Buchwald's  patients  have  shown 
significant  and  persistent  reduction  of  serum  cho- 
lesterol concentrations  associated  with  a decrease 
in  the  staining  intensity  of  the  beta  band  on  lipo- 
protein electrophoresis.  Although  most  of  his  pa- 
tients were  familial  Type  II  heterozygotes,  the 
degree  of  cholesterol  reduction  was  not  significantly 
different  for  the  3 types.  In  44  Type  II  heterozy- 
gotes three  months  postoperatively  the  mean  de- 
crease in  serum  cholesterol  from  baseline  was  39 
per  cent. 

The  average  reduction  in  serum  cholesterol  for 
all  3 types  was  40  per  cent  of  the  preoperative 
baseline  levels  3 months  after  operation  and  37 
per  cent  at  5 years.  Serum  cholesterol  levels  11  uc- 
tuated  at  first,  but  had  decreased  by  three  months 
in  all  patients,  and  then  settled  to  a persistent  low 
plateau.  The  decrease  in  serum  cholesterol  gen- 
erally paralleled  the  decrease  in  cholesterol  gen- 
tive  capacity  as  measured  by  studies  of  the  ab- 
sorption of  C14-labeled  cholesterol.  In  studies  per- 
formed in  14  patients83  decreases  in  cholesterol 
absorption  ranged  from  37  to  95  per  cent  (average 
60  per  cent)  of  preoperative  values. 

The  use  of  other  measures  to  further  increase 
the  enterohepatic  drain  of  cholesterol  and  bile  salts 
has  not  produced  any  greater  reduction  in  the 
serum  cholesterol  concentration.  No  additional  de- 
crease in  serum  cholesterol  occurred  with  adminis- 
tration of  32  gm  of  cholestyramine  daily  for  three 
weeks  in  five  of  Buchwald’s  patients  who  were 
maintained  on  a low  cholesterol,  low  saturated  fat 
diet,  and  studied  at  least  two  years  after  partial 
ileal  bypass5.  Surgical  resection  or  bypass  of  simi- 
lar84 or  greater85- 86  lengths  of  small  bowel  in  nor- 
mocholesterolemic  individuals  on  a normal  diet 
has  resulted  in  no  more  than  a 40-50  per  cent 
reduction  in  serum  cholesterol  levels  persisting  for 
several  years.  Serum  cholesterol  and  beta  lipopro- 
tein levels  were  reduced  by  only  slightly  more  than 
50  per  cent  in  two  massively  obese  but  otherwise 
normal  women  two  and  three  years  after  bypass 
of  four-fifths  of  the  small  intestine  by  jejunocolic 
anastomosis87. 

Table  1 shows  the  pre-  and  postoperative  serum 
lipid  values  in  Patient  E.K.  Preoperatively  a strict 
low  cholesterol  diet  and  clofibrate  had  no  signifi- 
cant effect  on  the  serum  cholesterol  concentration. 
Tn  the  2 years  following  ileal  bypass  the  average 
serum  cholesterol  was  reduced  by  85  mg/100  ml 
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or  only  23  per  cent  of  the  average  preoperative 
baseline  value.  Repeated  trials  of  an  unrestricted 
diet  invariably  produced  an  increase  in  serum 
cholesterol  accounting  for  this  limited  response. 
Two  years  after  partial  ileal  bypass  Buchwald  also 
allowed  one  patient  to  resume  an  unrestricted 
diet5.  The  serum  cholesterol  concentration  gradu- 
ally increased  from  a postoperative  low  of  300 
mg/100  ml  to  400  mg/100  ml.  Resumption  of  a low 
cholesterol,  low  saturated  fat  diet  in  this  patient 
once  again  reduced  the  cholesterol  concentration 
to  the  300  mg/100  ml  range. 

Only  one  of  the  Type  II  heterozygotes  reported 
by  Strisower  et  al.91  had  a decrease  in  serum  cho- 
lesterol of  40-50  per  cent  persisting  for  more  than 
one  year  after  partial  ileal  bypass.  The  disappear- 
ance of  the  hyipocholesterolemic  effect  in  their 
second  patient  may  have  been  related  to  resump- 
tion of  a normal  diet.  These  findings  suggest  that 
Type  IT  heterozygotes  must  maintain  a low  in- 
take of  cholesterol  and  saturated  fats  in  order  to 
obtain  full  benefit  from  the  ileal  bypass  procedure. 
Although  the  cholesterol  reduction  in  Patient  E.K. 
has  not  been  as  impressive  as  in  Buchwald’s  pa- 
tients, partial  ileal  bypass  does  appear  to  result 
in  a greater  sustained  decrease  in  cholesterol  levels 
in  most  Type  II  heterozygotes  than  with  dietary 
measures  alone  or  with  any  of  the  currently  avail- 
able drugs  except  for  cholestyramine. 

Partial  ileal  bypass  has  also  been  reported  to 
have  produced  a modest  increase  in  serum  trig- 
lycerides and  phospholipids88  and  a significant 
reduction  in  bile  salt  absorption89’ 90.  After 
partial  ileal  bypass82  Buchwald  found  that 
the  average  triglyceride  concentration  in  44  Type 
II  patients  remained  unchanged  over  a three  year 
period.  The  normotriglyceridemic  Type  II  patients 
showed  a variable  triglyceride  response  postopera- 
tively,  but  serum  triglyceride  levels  were  “generally 
reduced”  in  those  with  hypertriglyceridemia.  Dur- 
ing the  first  two  postoperative  years  Patient  E.K.’s 
serum  phospholipids  became  normal,  but  progres- 
sive increases  in  prebeta  lipoprotein  and  trigly- 
cerides produced  a turbid  serum.  The  increased 
triglyceride  levels  may  have  been  due  to  increased 
hepatic  synthesis  of  prebeta  lipoprotein  induced 
by  the  intake  of  excess  dietary  carbohydrate.  The 
true  incidence  of  this  secondary  (endogenous)  hy- 
pertriglyceridemia has  not  yet  been  established. 
If  it  occurs  more  commonly  than  has  been  re- 
ported, partial  ileal  bypass  may  prove  less  effec- 
tive in  retarding  atherogenesis  than  hoped.  The 


same  difficulty  may  occur  with  long  term  cho- 
lestyramine therapy  which  can  also  produce  hy- 
pertriglyceridemia. In  some  Type  II  patients  diet- 
ary carbohydrate  restriction  and  even  triglyceride 
lowering  drugs  may  become  necessary  to  obtain 
the  full  benefit  of  bypass  surgery. 

SIDE  EFFECTS  OF  PARTIAL  ILEAL  BYPASS 

The  great  majority  of  patients  who  have  under- 
gone partial  ileal  bypass  have  not  had  serious  or 
significant  side  effects.  Buchwald’s  group  had  oper- 
ated upon  70  patients  between  May  1963  and 
their  latest  detailed  progress  report  in  May  196982. 
One  patient  died  four  days  postoperatively  of 
acute  myocardial  infarction.  One  of  three  patients 
treated  with  partial  ileal  bypass  by  Strisower  et 
al.91  died  at  home  eight  days  postoperatively  ap- 
parently of  aspiration  of  vomitus.  Thus,  the  total 
operative  mortality  with  partial  ileal  bypass  has 
been  2.1  per  cent  (2/93)  for  all  patients  reported 
in  the  literature  including  our  Patient  E.K.  Ex- 
cept for  transient  myocardial  ischemia,  the  inci- 
dence of  operative  morbidity  has  been  low  even 
in  older  patients  with  extensive  atherosclerosis. 

Because  of  the  shorter  segment  of  ileum  ex- 
cluded, partial  ileal  bypass  has  not  produced  any 
of  the  severe  metabolic  changes  often  seen  with 
more  radical  bypass  of  the  small  intestine.  Jejuno- 
colic  and  jejunoileal  anastomoses  have  been  at- 
tempted as  a.  last  resort  in  the  treatment  of  mas1- 
sive  obesity,  but  have  proven  to  be  extremely 
hazardous.  Profound  weight  loss,  inanition,  weak- 
ness, and  disabling  diarrhea  with  steatorrhea  have 
frequently  occurred86' 92.  Fatal  hypocalcemic 
tetany93,  severe  deficiencies  of  albumin,  potassium, 
magnesium,  and  sodium86  and  liver  dysfunction 
due  to  fatty  metamorphosis85’  94  have  all  been  re- 
ported. Restoration  of  intestinal  continuity  has 
often  become  mandatory  after  radical  small  bowel 
bypass86’ 87.  Neither  our  patient,  the  patient  re- 
ported bv  Fritz  and  Walker95,  nor  any  of  Buch- 
wald’s patients  have  shown  significant  weight  loss. 
In  fact,  many  of  these  individuals  have  gained 
weight  whenever  caloric  intake  has  been  unre- 
stricted. Partial  ileal  bypass  has  not  caused  hv- 
poalbuminemia;  hypoprothrombinemia;  deficien- 
cies in  electrolytes,  calcimu,  or  magnesium;  gas- 
tric hypersecretion;  or  peptic  ulcerations. 

All  of  Buchwald’s  patients  had  frequent  loose 
bowel  movements  in  the  first  postoperative  week 
up  to  a.  maximum  of  10  to  12  watery  stools  daily. 
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The  number  of  stools  progressively  decreased,  so 
that  after  two  to  three  months  most  patients  had 
only  one  to  three  bowel  movements  daily.  Only 
two  patients  had  more  than  transient  diarrhea.  No 
patient  has  had  chronic  diarrhea  “gross  stea- 
torrhea”, stools  containing  neutral  fat,  or  intestinal 
obstruction.  The  case  reported  by  Fritz  and 
Walker95  had  only  transient  and  slight  postopera- 
tive diarrhea. 

On  the  other  hand,  partial  ileal  by- 
pass has  produced  serious  and  even  disabling 
diarrhea  in  some  patients,  sometimes  with  asso- 
ciated steatorrhea  and  weight  loss.  Strisower  et 
al.91  bypassed  the  distal  ileum  86  cm  proximal 
to  the  ileocecal  valve  in  two  adults  with  Type  II 
hyperlipoproteinemia.  Up  to  18  months  postopera- 
tively  both  patients  still  had  moderately  severe 
diarrhea  and  were  unable  to  regain  20  to  30  pounds 
of  lost  weight.  Soon  after  bypass  of  the  distal  40 
per  cent  of  the  small  intestine,  a 10  year  old  Type 
II  homozygote96  developed  diarrhea  and  stea- 
torrhea (10  gm  fat  daily)  and  lost  11  pounds. 
More  recently  Lees  and  Wilson97  reported  chronic 
diarrhea  and  abdominal  cramps  in  five  of  five 
patients  after  partial  ileal  bypass.  One  patient  re- 
quired surgical  revision  for  bowel  obstruction.  Two 
of  the  three  patients  reported  by  Swan  and  Mc- 
Gowan had  “troublesome”  diarrhea  intermittently 
for  up  to  3J4  years  after  partial  ileal  bypass98. 

Sodal  et  al.99  bypassed  1/3  of  the  distal  small 
bowel  and  established  an  ileocecostomy  in  nine 
hypercholesterolemic  normotriglyceridemic  patients 
who  had  been  unresponsive  to  a strict  low  cho- 
lesterol diet.  Two  patients  were  re-explored  with- 
in the  first  postoperative  week,  one  for  anastomotic 
hemorrhage  and  the  other  for  anastomotic  steno- 
sis. In  two  other  patients  the  bypassed  ileum  was 
not  attached  to  neighboring  structures.  Both  later 
required  excision  of  the  bypassed  segment  be- 
cause of  ileocecal  invagination.  Two  patients  lost 
1 1 and  20  pounds  respectively,  but  progressive 
weight  loss  did  not  occur.  In  this  group  of  Type 
IT  heterozygotes  three  months  postoperatively  the 
average  serum  cholesterol  reduction  was  37  per 
cent.  Average  24  hour  fecal  fat  excretion  was  only 
4 gm,  yet  diarrhea  persisted  for  more  than  10 
months  in  two  patients  and  for  three  months  in 
all.  In  two  patients  diarrhea  disappeared  promptly 
after  removal  of  the  bypassed  ileum. 

"he  persistent  diarrhea  and  steatorrhea  in  these 
path,  .its  is  probably  due  to  multiple  factors.  The 
most  important  factor  may  be  rapid  intestinal 


transit  due  to  bypass  of  an  excessively  long  bowel 
segment  including  the  ileocecal  valve.  Our  pa- 
tient's small  intestine  initially  measured  312  cm 
from  the  ligament  of  Treitz  to  the  ileocecal  valve. 
The  first  procedure  excluded  150  cm  (48  per  cent) 
of  the  total  length  of  the  small  bowel.  As  far  as 
we  know,  Patient  E.K.  is  the  first  reported  case 
requiring  reestablishment  of  intestinal  continuity 
because  of  persistent  and  disabling  diarrhea. 
Twenty-nine  months  after  the  initial  procedure,  a 
30  cm  segment  of  bypassed  ileum  was  reinserted 
into  the  fecal  stream  along  with  the  normal  ileo- 
cecal valve.  The  immediate  return  of  normal  bowel 
function  suggests  that  the  absence  of  a functional 
ileocecal  valve  may  be  more  important  than  the 
length  of  bypassed  ileum  in  the  pathogenesis  of 
the  diarrhea.  The  exact  length  of  the  human  small 
bowel  in  vivo  has  been  a subject  of  controversy 
and  has  varied  according  to  whether  measurements 
were  made  using  radiopaque  tubes100  or  were  ob- 
tained at  the  time  of  laparotomy.  Measurements 
in  a series  of  adults  operated  upon  for  other  rea- 
sons suggest  that  at  laparotomy  the  average  small 
intestine  measures  275-350  cm  rather  than  500- 
600  cm  as  quoted  by  Buchwald83.  Although 
Strisower  et  al.  did  not  record  the  total  length 
of  the  small  intestine  in  their  two  patients,  the 
weight  loss  and  severe  diarrhea  might  have  been 
due  to  excessive  bowel  shortening  and  ileocecal 
valve  exclusion.  Since  Buchwald’s  group  has  by- 
passed either  200  cm  or  a third  of  the  total  meas- 
ured, length  of  small  bowel  including  the  ileocecal 
valve,  it  is  surprising  that  chronic  diarrhea  and 
steatorrhea  have  not  occurred  more  frequently. 

In  normal  human  subjects  over  90  per  cent  of 
dietary  fat  is  absorbed  in  the  duodenum  and 
proximal  jejunum101,  whereas  bile  salt  absorption 
has  been  shown  to  occur  principally  in  the  ileum102. 
Bypass  of  the  distal  ileum  in  man  interrupts  the 
enterohepatic  bile  salt  circulation,  produces  an 
intraluminal  bile  acid  deficiency,  and  results  in 
steatorrhea  due  to  defective  micelle  formation84. 
Increased,  concentrations  of  bile  acids  in  the  colon 
''an  contribute  to  the  diarrhea  by  inhibiting  so- 
dium and  water  absorption103.  Even  though  150 
cm  of  distal  ileum  was  bypassed  by  the  initial  pro- 
cure. Patient  E.K.  had  relatively  mild  stea- 
torrhea. A modest  dose  of  cholestyramine  aggra- 
vated the  diarrhea  presumably  because  it  in- 
creased the  preexisting  bile  salt  deficiency  and 
did  not  sequester  enough  bile  acids  to  eliminate 
(Continued  on  Page  392) 
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Editorials 


A CRYING  NEED 


Senator  Abraham  Ribicoff  of  Connecticut  was 
recently  quoted  as  saying:  “At  some  point,  we 
have  to  stop  blaming  the  doctors,  the  hospitals, 
the  insurance  carriers  for  all  the  ills  of  American 
medicine.  At  some  point,  we  have  to  start  looking 
at  Washington,  to  the  fact  that  those  of  us  in 
Washington,  to  the  fact  that  those  of  us  in  Con- 
gress are  in  the  same  position  as  Pogo,  the  comic- 
strip  philosopher,  when  he  said,  'We  have  met 
the  enemy  and  he  is  us.’  ” This  is  an  unusually 
candid  admission  for  a practicing  politician,  but 
it  has  peculiar  validity  in  the  matter  of  chronic 
and  custodial  care,  a national  problem  of  disas- 
trous proportions.  We  shall  not  attempt  here  to 
differentiate  among  the  various  levels  of  care  — 
one  recent  classification  identifies  no  less  than  four- 
teen categories.  At  the  risk  of  oversimplification 
we  shall  approach  the  problem  from  the  point  of 
view  of  Federal  Medicare  regulations. 

For  all  practical  purposes  Medicare  recognizes 
three  levels  of  care:  1.  acute  hospital  care,  2.  ex- 
tended care  in  an  approved  facility,  and  3.  cus- 
todial, or  “non-covered”  care.  When  the  extended 
care  provisions  became  effective  in  1967,  it  ap- 
peared that  a gravy  train  had  been  started  down 
the  track.  Put  the  old  folks  in  an  acute  hospital 
for  three  days,  and  120  days  of  nursing  home  care 
would  automatically  become  available.  Disillusion- 
ment set  in  rapidly  as  the  facts  of  life  gradually 
emerged.  “Extended  care”  implies  a level  of  serv- 
ices not  much  below  those  available  in  an  acute 
hospital.  The  intention  had  been  to  hasten  dis- 
charges from  acute  hospitals  by  reimbursing  for 
a type  of  care  just  below  that  requiring  hospitali- 
zation, but  still  necessitating  medical  supervision 
and  “skilled  nursing  services’’.  It  has  worked  out 
that  this  is  indeed  a very  small  group  of  cases. 
Nursing  homes  generally  have  become  disaffected, 
and  several  in  the  Rhode  Island  area  have  re- 
quested decertification  because  of  inability  for 
fiscal  and  other  reasons  to  function  within  the 
regulations. 

Federal  regulations  provide  that  a hospital  will 
be  reimbursed  for  the  period  during  which  a pa- 
tient. eligible  for  “extended  care”  is  awaiting  a 
bed  in  an  approved  facility.  Medicare,  however, 
terminates  reimbursement  at  that  point  at  which  a 
patient  attains  a level  of  care  rendering  him  es- 
sentially custodial,  or  “non-covered”,  even  though 


a custodial  bed  may  not  be  available.  This  doctrine 
has  created  serious  problems  for  the  patient,  his 
family,  the  hospital,  and  the  attending  physician. 
The  Social  Security  Administration  is  explicit  in 
denying  any  necessary  implication  of  overutiliza- 
tion in  such  cases.  It  is  stated  merely  that  under 
the  taw  this  becomes  a social  problem  for  the  pa- 
tient, the  community,  and  the  hospital,  and  not  a 
Federal  responsibility.  The  underscoring  is  sig- 
nificant, as  the  interpretation  is  undoubtedly  a 
fairly  accurate  reflection  of  the  provisions  of  the 
law. 

Throughout  the  country  this  has  produced  a 
crisis  situation.  The  problem  is  especially  acute 
and  critical  in  Rhode  Island,  particularly  following 
the  recent  closing  of  a substantial  number  of  cus- 
todial beds  at  the  Rhode  Island  (State)  Medical 
Center.  With  new  more  stringent  licensure  regula 
tions  coming  into  effect,  other  marginal  nursing 
homes  in  the  state  may  well  disappear  from  the 
scene. 

The  waiting  periods  for  such  patients  in  acute 
hospitals  were  formerly  reimbursed  by  Blue  Cross 
or  insurance  coverage  when  available.  Coverage 
is  still  available  for  some  elderly  patients  on  wel- 
fare and  Medicaid.  The  rich  can  manage,  but  for 
the  vast  middle  class  no  provision  is  made. 

Going  a step  beyond  the  acute  hospital,  the 
same  inequities  come  into  effect  for  any  families 
having  to  finance  long-term  care,  not  necessarily 
only  for  those  in  the  Medicare  age  group.  They 
are  not  entitled  to  state  help  for  custodial  care 
until  their  resources  have  been  used  up  — in  other 
words,  until  they  are  pauperized  by  the  costs.  It 
must  be  emphasized  that  “catastrophic  coverage”, 
as  currently  conceived,  will  not  be  addressed  to 
this  need. 

Why  has  this  widely  pervasive  problem  been 
swept  under  the  rug?  The  victims  generally  are 
pitiful  people  who  have  absolutely  no  political 
clout  — • by  and  large  they  don't  or  can  t vote.  The 
costs  for  their  decent  care  are  tremendous.  The 
politicians  will  not  become  interested  in  the  prob- 
lem without  public  demand  or  outcry.  The  public 
is  generally  unwilling  to  tax  itself  to  pay  in  any 
adequate  fashion  for  the  needs  of  its  marginal  or 
unfortunate  groups.  Millions  for  sickle  cell  anemia, 
not  a dime  for  Pop  and  his  CVA.  Prevention  is  a 
smokescreen. 

(Continued  on  Next  Page) 
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It  is  becoming  increasingly  clear  that  the  Fed- 
eral Government  must  assume  a major  role  in  pro- 
viding adequate  and  respectable  facilities  for  those 
unfortunate  citizens  requiring  custodial  care  and 
in  paying  for  the  costs.  Whether  these  facilities 
should  be  profit,  non-profit,  or  government  is  a 
matter  for  discussion;  perhaps  a mix  would  be 
best,  as  obtains  now.  There  is  a bright  oppor- 


tunity for  the  Health  Planning  Council  in  Rhode 
Island  to  assess  the  scope  of  the  problem,  and  to 
pioneer  in  making  comprehensive  recommenda- 
tions. 

The  matter  is  urgent  and  critical,  and  the  time 
has  come  to  educate  and  motivate  our  leaders 
about  this  crying  need. 


COMMON  SENSE  COVERAGE 


Cooperative  coverage  by  a group  of  two  or  three 
doctors  with  common  practice  habits  and  com- 
patible personalities  is  simple  common  sense.  With- 
out impingement  on  personal  prerogatives,  this 
coverage  insures  the  doctor’s  patients  with  con- 
tinuous care  which  is  a prerequisite  to  successful 
doctor-patient  relationship.  But  equally  important, 
it  insures  the  doctor’s  own  health  by  adequate 
free  time  without  physical  or  psychological  de- 
mands. 

There  is  a legal  as  well  as  moral  imperative  to 
provide  continuous  care  for  a patient  under  active 
treatment.  All  physicians  recognize  this,  and  do 
provide  for  it  in  a variety  of  ways.  The  demands 
for  continuous  care  and  availability  in  obstetrics 
early  led  to  the  association  of  two  or  more  ob- 
stetricians on  a coverage  basis.  The  trend  is  be- 
coming more  noticeable  in  surgery,  and  to  some 
extent  in  internal  medicine;  it  should  be  universal, 
embracing  general  practice  as  well  as  all  the  spe- 
cialties regardless  of  how  rarely  an  emergency 
may  arise  in  the  latter. 

The  historical  pattern  of  using  for  coverage 
younger  members  of  the  profession  as  they  emerge 
from  their  residencies  has  to  a very  large  extent 
disappeared  because  of  their  lack  of  dependence 
on  this  kind  of  activity  as  a source  of  building  a 
practice.  But  at  best  the  relationship  is  not  en- 
tirely feasible  since  it  is  not  a two-way  street.  The 


established  physician  cannot  usually  reciprocate 
in  kind  with  the  young  physician.  Many  young 
physicians  when  beginning  practice  immediately 
realize  this  and  arrange  coverage  by  their  con- 
temporaries and  peers. 

A reciprocal  mutual  covering  service  of  two 
men  of  equal  status,  or  preferably  of  three, 
seems  to  be  a reasonable  arrangement.  Such  an 
association  provides  regular  freedom,  at  least  on 
alternate  weekends  and  can  guarantee  a full  day 
of  rest  during  the  week  as  well  as  uninterrupted 
sleep  every  other  night.  Weekend  hospital  visits 
made  on  an  associates  patients  make  for  good 
will  and  a feeling  of  security  on  the  part  of  pa- 
tients. It  further  familiarizes  members  of  the  as- 
sociation with  patients  to  whom  each  may  render 
care  on  a coverage  basis  in  the  future.  There  can 
be  no  complaints  of  impersonal  care  if  it  is  always 
stressed  that  the  prime  management  of  the  case 
is  the  responsibility  of  the  patient’s  personal  phy- 
sician. 

Medical  ethics  are  really  common  sense  ethics. 
It  was  the  founding  physician  of  the  Royal  Col- 
lege of  Physicians,  Thomas  Linacre,  who  said  in 
the  16th  Century  in  recognizing  this  problem  that 
“leisure  lubricates  the  mind”.  Let’s  keep  our  minds 
well  lubricated;  do  it  intelligently  and,  with  a 
sense  of  responsibility,  morally  and  legally.  Form 
a realistic  patient  coverage  system. 


A NEW  SUGAR  SUBSTITUTE 


A new,  low-calorie  natural  sweetener  (up  to 
3,000  times  sweeter  by  weight  than  sugar)  has 
been  isolated  by  Doctors  Robert  H.  Cagan  and 
James  A.  Morris,  biochemists,  working  at  the  Uni- 
versity of  Pennsylvania.  Given  the  name  Mone’lin 
by  its  discoverers,  the  sweetener  is  derived  from 
a wild  red  berry  that  grows  abundantly  in  tropical 
West  Africa. 

Monellin,  a non-carbohydrate,  is  according  to 
the  evidence  a protein.  Believed  to  be  the  first 
protein  demonstrated  to  elicit  a sweet  taste  in 


man,  it  is  also  the  sweetest  natural  product  so  far 
discovered. 

Monellin,  studied  as  part  of  a VA  research  pro- 
gram in  oral  disease,  could  have  potential  as  a 
sugar  substitute  in  dental  programs  directed  at 
reducing  tooth  decay. 

Its  role  as  a sweetener  in  low  calorie  diets  or 
as  a food  additive  and  its  probable  lack  of  toxicity 
make  it  an  attractive  substitute  for  saccharin, 
about  which  there  are  some  lingering  suspicions 
of  cancerogenesis,  and  for  cyclamates,  which  were 
banned  amid  much  sound  and  fury. 
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Watery  Eyes 

/ Nasal 
/ Congestion 

Drying  Agent 

( isopropamide, 

as  the  iodide—  ^ 

2.5  mg.)  - 

Decongestant  - — ' 
(phenylpropanol- 
amine HC1— 50  mg.) 

^^^Sneezing 

'^111111^  Nose 

Antihistamine 
(chlorpheniramine 
maleate— 8 mg.) 

THE  COLD 
SYMPTOMS 

THE 

INGREDIENTS  1 

THAT 

HE  NEEDS 

MAKE  HIM 

FOR  PROLONGED  A 

MISERABLE 

RELIEF 

Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with  the  common  cold;  acute  and  chronic  sinusitis, 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever,"  etc.) 
Contraindications:  Hypersensitivity  to  any  component, 
concurrent  MAO  inhibitor  therapy;  severe  hypertension, 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur 

Effect  on  PB1  Determination  and  7131  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 

Trademark 

ORNADE  SPANSULE 


Each  capsule  contains  8 mg  of  Teldrin^(brand  of  brand  of  sustained  release  capsules 

chlorpheniramine  maleate);  50  mg  of  phenylpropanolamine 
hydrochloride;  2.5  mg  of  isopropamide,  as  the  iodide. 


® 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


If  youVe 
, seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent  22,  previously  normal  menses 

typical  clinical  situations,  but  do  not  Wl^  occasional  menorrhagia  Now 

necessarily  represent  actual  cases.  on  a sequential  0 C for  four  months 

Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts 
Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg, -estrogen  0 C. 
(such  as  Demulerr). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C  (such  as  Enovid-E  ) 


Age  25,  average  frame,  poor 
complexion  No  problem  with  menses, 
normal  para  1 On  a low-estrogen/ 
high-progestogen  0 C.  for  two 
years  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  0 C with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen) 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
O.C  for  two  months  Now  has 
increased  acne 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E  or  a sequential). 

\ 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
jominant  50-mcg  -estrogen  O.C. 

Has  recurrent  trichomoniasis 
and  Monilia. 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  0 C. 

1st  choice.  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E  or 
Ovulen  or  a sequential). 

/ 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America’’  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg.- 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen 

1st  choice:  Switch  to  a center- 
spectrum  0 C with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen*). 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dommant/low-dose-estrogen  O.C. 
for  six  months  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice  Switch  to  a center- 


spectrum  pill  (such  as  Ovulen 


Age  27,  slightly  overweight, 
multiparous  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C  three  years  ago  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen. 

1st  choice  A 50  meg. -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen). 


U 

center-specdrumJAC. 
for  most 


— " 11  11  - — ' ' - 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranafO.l  mg 


Demulen 


a moderately 

f progestogen-dominant  O.C 


i/U  1 1 for  many 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ir 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


SEARLE 


Products  of  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 


I—*  • i v-*®  a moderately 

EnOVld-E  for  some"d°minant 


Each  tablet  contains  norethynodrel  2.5  mg./mestranol  0.1  mg. 


searle  ProcllJct  of  Searle  Laboratories  Division 
Fora  brief  summary  G.D.  SEARLE  & CO. 

)f  prescribing  information,  P.O.  Box  5110,  Chicago,  Illinois  60680 

please  see  next  page.  Where  "The  Pill"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 


Ovulerf 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


DemuleiT 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28*and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  13267-279  (May)  1967. 
2.  Inman,  W.  H.  W , and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med  J.  2193-199 (April  27)  1968  3.  Vessey,  M P„  and  Doll,  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report.  Brit.  Med  J.  2651-657  (June  14)  1969  4.  Sartwell, 
P.  E , Masi,  A T.;  Arthes,  F.  G . Greene.  G R,  and  Smith,  H E Thromboem- 
bolism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer 
J.  Epidem.  90:365-380  (Nov.)  1969. 
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Enovid-E 

norethynodrel  2 5 mg/mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH) 

Indication  - Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note , Contraindications,  Warnings.  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 
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SEARLE 


LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin/Digitoxin 

• Plasma  Cortisol 

• B12  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 

Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 

Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 


CEDAR  CREST 
NURSING  CENTRE 

125  Scituate  Ave.,  Cranston,  R.  I.  02920 


(Approved  Medicare  Home) 


Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  — Call  944-8500 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactocill 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


nna 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


^J^opliinS 


Profile  "20 


i i 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 
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GEOGRAPHIC  CHANGE  IN  R.  I. 
PRIVATE  MEDICAL  PRACTICES 

(Continued  From  Page  376) 

CONCLUSIONS 

Although  the  gross  pattern  of  distribution  of 
private  medical  practices  in  Rhode  Island  is  simi- 
lar to  that  of  population,  the  two  differ  somewhat 
in  detail.  The  state’s  four  principal  regional  cen- 
ters — Providence,  Woonsocket,  Newport,  and 
Westerly  — • together  with  Warwick,  Bristol,  and 
South  Kingstown  are  nodal  with  respect  to  private 
medical  practices  and  have  disproportionately  large 
number  of  practices  in  relation  to  their  popula- 
tions. Satellite  municipalities  and  the  older  suburbs 
close  to  Providence  share  this  emphasis  but  to  a 
lesser  degree.  Most  of  the  recently  suburbanized 
towns  of  the  state  have  disproportionately  few 
practices. 

Survey  responses  from  approximately  fifteen  per 
cent  of  the  physicians  of  Rhode  Island  indicate 
that  most  find  their  office  locations  advantageous 
in  that  they  are  near  hospitals,  centrally  located 
for  their  patients,  and  close  to  their  respective 
residences.  The  locational  disadvantages  cited  most 
frequently  by  physicians  were  shortages  of  park- 
ing space  and  traffic  congestion.  While  56  per  cent 
of  the  respondents  indicated  that  they  had  experi- 
enced at  least  one  office  relocation,  two-thirds  of 
these  had  not  crossed  municipal  boundaries  in  mov- 
ing. Twenty  per  cent  anticipated  a relocation  with- 
in five  years.  More  than  two-thirds  of  these  ex- 
pected that  their  new  offices  would  be  in  the  same 
municipalities  as  their  existing  offices.  Most  of 
those  who  planned  to  relocate  planned  to  duplicate 
or  improve  upon  the  advantages  cited  above  for 
existing  locations. 

Aided  by  the  state’s  72  per  cent  increase  in  num- 
ber of  automobiles  between  1950  and  1965,  the 
population  majority  of  Rhode  Island  shifted  from 
the  central  cities  to  the  suburbs  during  the  period. 
To  a considerable  degree  business  and  other  urban 
activities  experienced  a similar  shift.  Suburbaniza- 
tion had  much  less  impact  on  the  location  of  medi- 
cal services  during  the  period.  Growth  in  hospital 
facilities  was  accomplished  primarily  through  the 
expansion  of  existing  plants  in  the  regional  centers 
rather  than  by  the  establishment  of  new  hospitals 
in  the  suburbs.  Similarly  regional  centers  tended 
to  experience  numerical  increases  in  private  medical 
practices  despite  population  declines. 

There  are  important  reasons  for  the  failure  of 
medical  facilities  to  undergo  locational  changes 
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similar  to  those  of  population.  It  is  usually  much 
more  efficient  to  expand  existing  hospitals  than  to 
establish  completely  new  ones.  In  addition,  a few 
large  hospitals  oriented  to  the  entire  state,  or  at 
least  large  portions  of  it,  can  be  expected  to 
achieve  greater  operational  efficiency  than  would 
be  realized  by  a network  of  small  hospitals  scat- 
tered in  proportion  to  the  population.  Since  prox- 
imity to  one  or  more  hospitals  is  a prime  considera- 
tion. in  selecting  locations  for  new  medical  offices, 
private  medical  practices  tend  to  become  inordin- 
ately numerous  in  municipalities  which  have  such 
facilities. 

Counterbalancing  influences  tended  to  minimize 
the  redistribution  of  private  medical  practices  be- 
tween 1950  and  1965  despite  major  shifts  in  popu- 
lation. The  old  central  cities  were  attractive  be- 
cause of  their  hospital  facilities,  but  were  in  a 
state  of  decline  as  source  areas  for  patients.  In 
contrast,  the  suburbs  were  expanding  rapidly  as 
a source  for  patients,  but  had  limited  hospital 
facilities.  Thus  neither  the  regional  centers  nor 
the  suburbs  had  unqualified  locational  advantages 
for  new  practices.  The  outstanding  exception  to 
this  generalization  was  Warwick.  The  establish- 
ment of  the  Kent  County  Memorial  Hospital  in 
1951  and  rapid  population  growth  enabled  the  city 
to  lead  the  state  in  absolute  increases  in  private 
medical  practices  and  to  rank  among  the  top  four 
municipalities  in  relative  growth  in  practices. 

It  is  probable  that  extension  of  the  interstate 
highway  system  since  1965  has  been  the  principal 
factor  responsible  for  an  accelerated  decline  in 
the  relative  importance  of  Providence  as  the  state’s 
prime  center  of  private  medical  practices.  Although 
the  new  highway  system  may  encourage  beginning 
physicians  to  establish  their  offices  in  suburbs  at 
considerable  distances  from  hospitals,  a major 
shift  in  concentration  of  private  medical  practices 
from  the  regional  centers  and  intermediate  regional 
centers  appears  to  be  contingent  upon  a corres- 
ponding shift  in  the  location  of  hospitals. 

In  the  decades  ahead,  it  is  possible  that  hospital 
facilities  of  the  intermediate  centers  and  elsewhere 
in  the  suburbs  will  grow  more  rapidly  than  those 
of  the  state’s  principal  regional  centers.  Such  a 
change  would  likely  occur  very  slowly.  Thus  a 
major  redistribution  of  private  medical  practices 
comparable  to  that  experienced  by  population  be- 
tween 1950  and  1965  would  require  a much  longer 
time  span. 

NOTES 

JIn  1950  the  state’s  regional  centers  of  Provi- 
dence, Woonsocket,  Newport,  and  Westerly,  to- 
gether with  the  satellites  of  Pawtucket,  Central 
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Falls,  and  West  Warwick  comprised  59.7  per  cent 
of  the  state’s  population.  By  1965  the  aggregate 
population  of  these  municipalities  had  declined  to 
44.8  per  cent  of  the  state  total.  The  change  re- 
sulted from  the  five  cities  of  the  above  group 
declining  in  population  as  the  suburbs  experi- 
enced increases. 

2The  most  significant  exception  to  this  generaliza- 
tion is  the  Kent  County  Memorial  Hospital  which 
opened  in  1951. 

3The  term  “private  medical  practice”  as  used  here 
refers  to  any  office-based  practice  in  which  the 
physician  is  not  practicing  primarily  as  a repre- 
sentative of  a hospital  or  other  institution  or 
agency. 

4U.S.  Bureau  of  the  Census,  Special  Census  of 
Rhode  Islalnd:  1965,  Washington,  D.C.,  1965,  p.  1. 

5Map  2 can  be  used  to  identify  the  names  of  cities 
and  towns  which  have  been  omitted  in  subsequent 
maps  in  order  to  avoid  clutter. 

6After  ibid.,  pp.  1-2. 

"After  U.S.  Bureau  of  the  Census,  Statistical  Ab- 
stract of  the  United  States:  1955  (76th  Edition), 
Washington,  D.C.  1955,  p.  949  and  U.S.  Bureau 
of  the  Census,  Statistical  Abstract  of  the  United 
States:  1967  (88th  Edition),  Washington,  D.C., 
1967,  p.  25. 

8These  cities  are  considered  regional  centers  on 
the  basis  of  population,  the  presence  of  a distinct 
central  business  district,  the  presence  of  regional 
state  offices,  and  similar  factors. 

9The  ten  municipalities  are  Coventry,  East  Green- 
wich, West  Greenwich,  Middletown,  Portsmouth, 
Cumberland,  Smithfield,  Charlestown,  Exeter,  and 
Narragansett. 

I0Rhode  Island  Department  of  Health,  List  of  Phy- 
sicians Licensed  to  Practice  Medicine  or  Osteo- 
pathy in  Rhode  Island,  Providence,  1969. 

“Information  provided  by  Rhode  Island  Department 
of  Health.  This  figure  does  not  include  the  state’s 
105  licensed  osteopathic  physicians  since  they  were 
not  included  in  this  study. 

12After  American  Medical  Association,  American 
Medical  Directory:  1955,  Part  II;  Geographical 
Register  of  Physicians,  23rd  ed.,  American  Medical 
Association,  Chicago,  1965,  pp.  2839-2848. 

13The  einht  municipalities  are  Burrillville,  Gloces- 
ter,  North  Smithfield,  Smithfield,  Lincoln,  Woon- 
socket, Cumberland,  and  Central  Falls. 

“After  American  Medical  Association,  op.  cit.: 
1950,  pp.  1797-1805;  1965,  pp.  2839-2845. 

15By  1968  the  town  had  acquired  at  least  one  private 
medical  practice. 

16The  number  of  private  general  practices  in  the 
state  declined  from  390  in  1950  to  296  in  1965. 
During  the  same  period  the  number  of  private 
specialized,  practices  rose  from  455  to  661. 

“The  contrast  between  population  change  and 
change  in  number  of  private  medical  practices 
was  especially  pronounced  in  Providence  where 
a population  decline  of  24.8  per  cent  was  accom- 
panied by  an  increase  of  4.2  per  cent  in  number 
of  practices. 

lsPopulation  data  used  here  are  based  on  U.S.  Bu- 
reau of  the  Census  reports  for  1950,  1960,  1965, 
and  1970. 

1!)After  American  Medical  Association,  op.  cit.:  1969, 
pp.  3299-3310. 

20This  decline  occurred  despite  an  absolute  popula- 
tion increase  of  approximately  2500  between  1965 
and  1969. 


PARTIAL  ILEAL  BYPASS 

, Continued  From  Page  386) 
their  cathartic  effect  on  the  colon.  Cholestyramine 
also  failed  to  improve  diarrhea  in  eight  patients 
who  underwent  ileal  resections  of  more  than  100  cm 
for  other  reasons104. 

Exclusion  of  the  ileocecal  valve  may  also  allow 
colonic  bacteria  to  contaminate  the  small  intestine 
producing  steatorrhea  by  deconjugation  and  de- 
hydroxylation  of  bile  salts  and  disruption  of 
micelle  formation105.  Even  though  no  improve- 
ment occurred  in  Patient  E.K.  during  therapy  with 
a broad  spectrum  antibiotic,  this  mechanism  may 
have  been  of  importance  since  normal  bowel  func- 
tion returned  so  rapidly  after  reinsertion  of  the 
ileocecal  valve  into  the  fecal  stream. 

The  postoperative  hypocarotenemia  found  in 
our  patient  has  also  been  noted  in  other  indi- 
viduals after  partial84  or  complete07, 86  bypass  of 
the  ileum.  Low  serum  carotene  concentrations  may 
be  due  to  malabsorption  of  fat  soluble  dietary 
carotene  in  the  proximal  small  bowel.  However, 
since  most  of  the  serum  carotenoid  is  found  in  the 
beta  lipoprotein  component106,  hypocarotenemia 
may  also  be  due  to  deficiency  of  binding  protein. 
Absorption  of  d-xylose  was  normal  in  Patient  E.K 
and  in  four  other  hypocarotenemic  individuals  fol- 
lowing resection  of  the  terminal  ileum  including 
the  ileocecal  valve84.  This  suggests  that  malabsorp- 
tion of  dietary  carotene  is  probably  not  the  major 
cause  of  the  hypocarotenemia. 

Experiments  in  man107  have  clearly  localized 
the  absorption  of  the  vitamin  B12-intrinsic  factor 
complex  to  the  ileum.  Decreased  vitamin  B12  ab- 
sorption has  been  demonstrated  in  many  patients 
with  regional  ileitis108, 10!).  Resection  of  the  distal 
small  intestine  in  man  has  also  resulted  in  de- 
creased vitamin  B12  absorption 110  and  vitamin 
B12  deficiency111’  Three  months  after  partial 
ileal  bypass,  all  six  of  Buchwald’s  patients  tested 
with  the  24  hour  urine  excretion  test  of  Schilling 
had  markedly  impaired  vitamin  B12  absorption 
ranging  from  4.7  to  less  than  1 per  cent  of  ex- 
creted radioactivity113,  Despite  this  uniform  mal- 
absorption of  vitamin  B12,  prophylactic  parenteral 
administration  of  cyanocobalamin  as  expected  has 
prevented  the  development  of  macrocytosis,  ane- 
mia, or  neurologic  signs  or  symptoms  in  all  re- 
ported cases. 

THERAPEUTIC  EFFECT  OF  PARTIAL  ILEAL 
BYPASS 

Partial  ileal  bypass  effectively  reduces  the 
serum  cholesterol  concentration  in  almost  all  Type 
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II  helerozygotes,  especially  if  such  patients  are 
maintained  on  a diet  low  in  saturated  fat  and 
cholesterol.  Moreover,  in  heterozygotes  the  cho- 
lesterol reduction  is  permanent  and  is  often  two 
to  three  times  greater  than  that  obtained  with 
dietary  measures  alone  or  with  most  of  the  pres- 
ently available  hvpocholesteiolemic  drugs. 

Unfortunately  in  Type  II  homozygotes  for 
whom  current  medical  therapy  is  ineffective,  par- 
tial ileal  bypass  may  not  produce  significant  or 
sustained  hypocholesterolemia.  Despite  intensive 
medical,  treatment,  the  10  year  old  homozygote 
reported  by  Johnston  et  al.9B,  had  an  average 
plasma  cholesterol  level  of  650  mg  100  ml.  Within 
one  month  after  bypass  of  40  per  cent  of  the  dis- 
tal small  bowel  the  plasma  cholesterol  concentra- 
tion declined,  reaching  a minimum  level  of  500 
mg/100  ml.  Despite  a marked  reduction  in  cho- 
lesterol absorption,  plasma  cholesterol  subse- 
quently showed  a steady  increase,  reaching  pre- 
operative levels  3 months  later.  Buchwald  et  al.31 
bypassed  the  distal  200  cm  (50  per  cent)  of  the 
small  bowel  in  a 14  year  old  Type  IT  homozygote 
with  advanced  and  generalized  atherosclerosis  in 
whom  diet,  cholestyramine,  and  nicotinic  acid  had 
had  no  significant  hypocholesterolemic  effect. 
Baseline  serum  cholesterol  and  triglyceride  levels 
were  908  mg/100  ml  and  147  mg/ 100  ml  respec- 
tively. Six  months  postoperatively  serum  choles- 
terol had  decreased  to  an  average  of  762  mg/100 
ml  (16  per  cent  reduction)  and  serum  triglycerides 
“paradoxically”  increased  by  41  per  cent  (to  249 
mg/ 100  ml).  Another  trial  of  cholestyramine, 
using  32  gm  daily  for  4 weeks  had  no  effect  on 
cholesterol  levels.  Experimental  studies  suggest 
that  the  failure  of  ileal  bypass  in  homozygotes 
may  be  partly  due  to  increased  rates  of  hepatic 
cholesterol  synthesis114’ 115. 

On  the  basis  of  currently  available  data  it  is 
impossible  to  determine  whether  either  medical 
therapy  or  partial  ileal  bypass  have  had  a bene- 
ficial therapeutic  effect  on  atherosclerosis  in  Type 
II  patients.  At  least  several  more  years  will  be 
required  before  it  can  be  established  that  reduc- 
tion of  serum  cholesterol  or  other  lipid  levels  in 
humans  can  mobilize  lipid  from  the  arterial  lesions 
and  significantly  reduce  the  morbidity  or  mortal- 
ity rate  due  to  atherosclerotic  complications.  How- 
ever, careful  prospective  studies  in  man  have  sug- 
gested that  even  a modest  cholesterol  reduction 
of  9 to  10  per  cent  obtained  by  dietary  means 
may  be  associated  with  a decreased  incidence  of 
atherosclerotic  manifestations'"’’  A well  con- 
trolled clinical  trial  of  a diet  low  in  cholesterol 
and  high  in  unsaturated  fat  in  normocholesterole- 
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Falls,  and  West  Warwick  comprised  59.7  per  cent 
of  the  state’s  population.  By  1965  the  aggregate 
population  of  these  municipalities  had  declined  to 
44.8  per  cent  of  the  state  total.  The  change  re- 
sulted from  the  five  cities  of  the  above  group 
declining  in  population  as  the  suburbs  experi- 
enced increases. 

2The  most  significant  exception  to  this  generaliza- 
tion is  the  Kent  County  Memorial  Hospital  which 
opened  in  1951. 

:iThe  term  “private  medical  practice”  as  used  here 
refers  to  any  office-based  practice  in  which  the 
physician  is  not  practicing  primarily  as  a repre- 
sentative of  a hospital  or  other  institution  or 
agency. 

4U.S.  Bureau  of  the  Census,  Special  Census  of 
Rhode  Islalnd:  1965,  Washington,  D.C.,  1965,  p.  1. 
5Map  2 can  be  used  to  identify  the  names  of  cities 
and  towns  which  have  been  omitted  in  subsequent 
maps  in  order  to  avoid  clutter. 

6After  ibid.,  pp.  1-2. 

"After  U.S.  Bureau  of  the  Census,  Statistical  Ab- 
stract of  the  United  States:  1955  (76th  Edition), 
Washington,  D.C.  1955,  p.  949  and  U.S.  Bureau 
of  the  Census,  Statistical  Abstract  of  the  United 
States:  1967  (88th  Edition),  Washington,  D.C., 
1967,  p.  25. 

8These  cities  are  considered  regional  centers  on 
the  basis  of  population,  the  presence  of  a distinct 
central  business  district,  the  presence  of  regional 
state  offices,  and  similar  factors. 

9The  ten  municipalities  are  Coventry,  East  Green- 
wich, West  Greenwich,  Middletown,  Portsmouth, 
Cumberland,  Smithfield,  Charlestown,  Exeter,  and 
Narragansett. 

10Rhode  Island  Department  of  Health,  List  of  Phy- 
sicians Licensed  to  Practice  Medicine  or  Osteo- 
pathy in  Rhode  Island,  Providence,  1969. 

11  Information  provided  by  Rhode  Island  Department 
of  Health.  This  figure  does  not  include  the  state’s 
105  licensed  osteopathic  physicians  since  they  were 
not  included  in  this  study. 

12After  American  Medical  Association,  American 
Medical  Directory:  1955,  Part  II;  Geographical 
Register  of  Physicians,  23rd  ed..  American  Medical 
Association,  Chicago,  1965,  pp.  2839-2848. 

13The  eight  municipalities  are  Burrillville,  Gloces- 
ter,  North  Smithfield,  Smithfield,  Lincoln,  Woon- 
socket, Cumberland,  and  Central  Falls. 

14After  American  Medical  Association,  op.  cit.: 
1950,  pp.  1797-1805;  1965,  pp.  2839-2845. 

15By  1968  the  town  had  acquired  at  least  one  private 
medical  practice. 

16The  number  of  private  general  practices  in  the 
state  declined  from  390  in  1950  to  296  in  1965. 
During  the  same  period  the  number  of  private 
specialized  practices  rose  from  455  to  661. 

17The  contrast  between  population  change  and 
change  in  number  of  private  medical  practices 
was  especially  pronounced  in  Providence  where 
a population  decline  of  24.8  per  cent  was  accom- 
panied by  an  increase  of  4.2  per  cent  in  number 
of  practices. 

1RPopulation  data  used  here  are  based  on  U.S.  Bu- 
reau of  the  Census  reports  for  1950,  1960,  1965, 
and  1970. 

1!)After  American  Medical  Association,  op.  cit.:  1969, 
pp.  3299-3310. 

2nThis  decline  occurred  despite  an  absolute  popula- 
tion increase  of  approximately  2500  between  1965 
and  1969. 
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.Continued  From  Page  386) 
their  cathartic  effect  on  the  colon.  Cholestyramine 
also  failed  to  improve  diarrhea  in  eight  patients 
who  underwent  ileal  resections  of  more  than  100  cm 
for  other  reasons104. 

Exclusion  of  the  ileocecal  valve  may  also  allow 
colonic  bacteria  to  contaminate  the  small  intestine 
producing  steatorrhea  by  deconjugation  and  de- 
hydroxylation  of  bile  salts  and  disruption  of 
micelle  formation105.  Even  though  no  improve- 
ment occurred  in  Patient  E.K.  during  therapy  with 
a broad  spectrum  antibiotic,  this  mechanism  may 
have  been  of  importance  since  normal  bowel  func- 
tion returned  so  rapidly  after  reinsertion  of  the 
ileocecal  valve  into  the  fecal  stream. 

The  postoperative  hypocarotenemia  found  in 
our  patient  has  also  been  noted  in  other  indi- 
viduals after  partial84  or  complete67’ 86  bypass  of 
the  ileum.  Low  serum  carotene  concentrations  may 
be  due  to  malabsorption  of  fat  soluble  dietary 
carotene  in  the  proximal  small  bowel.  However, 
since  most  of  the  serum  carotenoid  is  found  in  the 
beta  lipoprotein  component106,  hypocarotenemia 
may  also  be  due  to  deficiency  of  binding  protein. 
Absorption  of  d-xylose  was  normal  in  Patient  E.K 
and  in  four  other  hypocarotenemic  individuals  fol- 
lowing resection  of  the  terminal  ileum  including 
the  ileocecal  valve84.  This  suggests  that  malabsorp- 
tion of  dietary  carotene  is  probably  not  the  major 
cause  of  the  hypocarotenemia. 

Experiments  in  man107  have  clearly  localized 
the  absorption  of  the  vitamin  B12-intrinsic  factor 
complex  to  the  ileum.  Decreased  vitamin  B12  ab- 
sorption has  been  demonstrated  in  many  patients 
with  regional  ileitis108- 109.  Resection  of  the  distal 
small  intestine  in  man  has  also  resulted  in  de- 
creased vitamin  B12  absorption 110  and  vitamin 
B12  deficiency111’  m.  Three  months  after  partial 
ileal  bypass,  all  six  of  Buchwald’s  patients  tested 
with  the  24  hour  urine  excretion  test  of  Schilling 
had  markedly  impaired  vitamin  B12  absorption 
ranging  from  4.7  to  less  than  1 per  cent  of  ex- 
creted radioactivity113,  Despite  this  uniform  mal- 
absorption of  vitamin  B12,  prophylactic  parenteral 
administration  of  cyanocobalamin  as  expected  has 
prevented  the  development  of  macrocytosis,  ane- 
mia, or  neurologic  signs  or  symptoms  in  all  re- 
ported cases. 

THERAPEUTIC  EFFECT  OF  PARTIAL  ILEAL 
BYPASS 

Partial  ileal  bypass  effectively  reduces  the 
serum  cholesterol  concentration  in  almost  all  Type 
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II  heterozygotes,  especially  if  such  patients  are 
maintained  on  a diet  low  in  saturated  fat  and 
cholesterol.  Moreover,  in  heterozygotes  the  cho- 
lesterol reduction  is  permanent  and  is  often  two 
to  three  times  greater  than  that  obtained  with 
dietary  measures  alone  or  with  most  of  the  pres- 
ently available  hypocholesterolemic  drugs. 

Unfortunately  in  Type  II  homozygotes  for 
whom  current  medical  therapy  is  ineffective,  par- 
tial. ileal  bypass  may  not  produce  significant  or 
sustained  hypocholesterolemia.  Despite  intensive 
medical  treatment,  the  10  year  old  homozvgote 
reported  by  Johnston  et  al.9fi,  had  an  average 
plasma  cholesterol  level  of  650  mg/100  ml.  Within 
one  month  after  bypass  of  40  per  cent  of  the  dis- 
tal small  bowel  the  plasma  cholesterol  concentra- 
tion declined,  reaching  a minimum  level  of  500 
mg/100  ml.  Despite  a marked  reduction  in  cho- 
lesterol absorption,  plasma  cholesterol  subse- 
quently showed  a steady  increase,  reaching  pre- 
operative levels  3 months  later.  Buchwald  et  al.31 
bypassed  the  distal  200  cm  (50  per  cent)  of  the 
small  bowel  in  a 14  year  old  Type  II  homozygote 
with  advanced  and  generalized  atherosclerosis  in 
whom  diet,  cholestyramine,  and  nicotinic  acid  had 
had  no  significant  hypocholesterolemic  effect. 
Baseline  serum  cholesterol  and  triglyceride  levels 
were  908  mg/ 100  ml  and  147  mg/ 100  ml  respec- 
tively. Six  months  postoperatively  serum  choles- 
terol had  decreased  to  an  average  of  762  mg/100 
ml  (16  per  cent  reduction)  and  serum  triglycerides 
“paradoxically”  increased  by  41  per  cent  (to  249 
mg/100  ml).  Another  trial  of  cholestyramine, 
using  32  gm  daily  for  4 weeks  had  no  effect  on 
cholesterol  levels.  Experimental  studies  suggest 
that  the  failure  of  ileal  bypass  in  homozygotes 
may  be  partly  due  to  increased  rates  of  hepatic 
cholesterol  synthesis114’115. 

On  the  basis  of  currently  available  data  it  is 
impossible  to  determine  whether  either  medical 
therapy  or  partial  ileal  bypass  have  had  a bene- 
ficial therapeutic  effect  on  atherosclerosis  in  Type 
IT  patients.  At  least  several  more  years  will  be 
required  before  it  can  be  established  that  reduc- 
tion of  serum  cholesterol  or  other  lipid  levels  in 
humans  can  mobilize  lipid  from  the  arterial  lesions 
and  significantly  reduce  the  morbidity  or  mortal- 
ity rate  due  to  atherosclerotic  complications.  How- 
ever, careful  prospective  studies  in  man  have  sug- 
gested that  even  a modest  cholesterol  reduction 
of  9 to  10  per  cent  obtained  by  dietary  means 
may  be  associated  with  a decreased  incidence  of 
atherosclerotic  manifestations11'’’  11R.  A well  con- 
trolled clinical  trial  of  a diet  low  in  cholesterol 
and  high  in  unsaturated  fat  in  normocholesterole- 

(Continued  on  next  page) 
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mic  American  veterans  ages  54  to  89119  has  re- 
sulted in  a decreased  combined  incidence  of  sud- 
den death,  and  myocardial  and  cerebral  infarc- 
tion. Two  other  comparable  primary  prevention 
trials  still  in  progress120’  m,  and  two  secondary 
prevention  trials116’  122  have  also  shown  a modest 
benefit  from  a cholesterol-lowering  diet. 

Although  results  are  still  incomplete,  there  have 
been  some  encouraging  preliminary  observations  in 
the  patients  who  have  undergone  partial  ileal  by- 
pass. Early  survival  statistics  in  Buchwald’s  pa- 
tients have  been  good.  Only  three  of  his  first  70 
patients  have  died  in  the  late  postoperative  period, 
at  three,  six,  and  26  months,  all  from  myocardial 
infarction.  Several  months  postoperatively  Patient 
E.K.  and  several  of  Buchwald's  patients  have  had  a 
subjective  decrease  in  symptoms  of  cerebrovascular 
insufficiency  and  intermittent  claudication.  After 
the  initial  bypass  Patient  E.K.  also  had  objective 
improvement  in  the  signs  of  peripheral  arterial 
disease.  Our  patient,  all  nine  patients  of  Sodal 
et  al",  and  most  of  Buchwald’s  cases  have  had  a 
postoperative  decrease  in  the  frequency  and  sever- 
ity of  pre-existent  angina  pectoris  and  an  increase 
in  exercise  tolerance.  It  must  be  noted,  however, 
that  our  patient’s  electrocardiograms  continued  to 
show  ischemic  changes  during  the  stress  of  sur- 
gery and  during  a Master’s  exercise  test.  Four 
patients  have  converted  positive  exercise  electro- 
cardiograms to  negative  one  year  or  more  after 
bypass123.  Analysis  of  serial  coronary  and  periph- 
eral arteriograms  in  several  of  Buchwald’s  patients 
five  years  postoperatively  did  not  reveal  enlarge- 
ment of  existing  plaques  or  the  appearance  of  new 
plaques124.  Secondary  prevention  of  atherosclero- 
tic complications  in  Type  II  patients  may  how- 
ever prove  difficult  to  achieve,  since  animal 
studies77  suggest  that  arteries  affected  w th  a sig- 
nificant degree  of  atherosclerosis  may  never  re- 
turn to  normal. 

SUMMARY 

A 47  year  old  female  with  familial  Type  II  hy- 
perlipoproteinemia and  advanced  atherosclerosis 
was  followed  for  45  months  after  bypass  of  150 
cm  of  ileum.  Partial  ileal  bypass  resulted  in  a 
significant  reduction  in  serum  cholesterol  concen- 
tration but  also  produced  hypertriglyceridemia, 

DERMAQUIZ  ANSWER 

See  Page  366 
Left,  a pigmented  nevus. 

Right,  a basal  cel!  carcinoma. 


steatorrhea,  and  intractable  diarrhea.  Revision  of 
the  bypass  by  reinserting  30  cm  of  distal  ileum 
and  the  ileocecal  valve  back  into  the  fecal  stream 
eliminated  the  steatorrhea,  diarrhea,  and  hyper- 
triglyceridemia, but  had  an  insignificant  hypo- 
cholesterolemic  effect. 

Adequate  control  of  hypercholesterolemia  in 
familial  Type  II  hyperlipoproteinemia  may  prove 
to  be  effective  in  the  primary  prevention  of  pre- 
mature atherosclerosis.  It  has  been  established 
that  partial  ileal  bypass  can  permanently  reduce 
the  serum  cholesterol  concentration  by  40  to  45 
per  cent  in  nearly  all  heterozygotes  maintained  on 
a diet  low  in  cholesterol  and  saturated  fats.  In 
most  heterozygotes  the  average  decrease  in  serum 
cholesterol  concentration  has  been  significantly 
greater  than  that  obtained  with  any  of  the  medical 
measures  currently  available  except  for  use  of 
large  doses  of  cholestyramine.  In  Type  II  disease 
the  lifelong  use  of  expensive  and  potentially  haz- 
ardous drugs  may  become  unnecessary  after  partial 
ileal  bypass. 

At  the  present  time,  there  is  no  proof  that  the 
hypocholesterolemic  effect  of  partial  ileal  bypass 
can  prevent  or  reverse  atherosclerosis  in  familial 
Type  II  hyperlipoproteinemia.  Statistical  valida- 
tion of  this  hypothesis  will  require  postoperative 
observation  of  additional  patients  for  several  more 
years.  However,  in  the  relatively  small  number 
of  patients  so  treated  to  date,  operative  mortality 
has  been  minimal  and  operative  morbidity  has 
been  uncommon  and  limited  to  persistent  diarrhea. 

4.  trial  of  partial  ileal  bypass  appears  to  be 
justified  in  familial  Type  II  heterozygotes  resistant 
to  medical  therapy  and  in  young  homozygotes  for 
whom  no  effective  medical  therapy  is  yet  available. 
In  the  other  primary  hyperlipoproteinemias  asso- 
ciated with  premature  atherosclerosis  (Types  III, 
IV,  and  V),  ileal  bypass  is  not  justified,  since 
dietary  and  drug  therapy  in  these  disorders  will 
nearly  always  normalize  serum  lipids. 
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